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ORGANIC INTERNAL SPLINTING OF 
THE FRACTURED OR DETACHED 
OLECRANON 
WILLIAM LISLE BELL, M. D. 

Oakland, California 

(Read before the thirty-ninth annual meeting 
of the Arizona State Medical Association, held at 
Phoenix, Arizona, April 24 to 26, 1930.) 

In a consideration of all fractures, and 
particularly those near or involving joints, 
much weight must be given various mus- 
cle changes known as fibrosis, and the for- 
mation of impinging and obstructing new 
bone due to fracture itself and to torn and 
displaced periosteum and, last, rigid ob- 
structing sear tissue. Nature made joints 
for the purpose of full motion, muscles like- 
wise for full excursion and anything short 
of this must be in the nature of a compro- 
mise. 


Practically we have in the human anat- 
omy but three bony structures which when 
fractured are spread apart by muscle pull: 
the os calcis, the patella, the ulnar olecra- 
non. This little paper deals with the olecra- 
non, although in passing it may be said that 
in a modified way the remarks to follow 
may be applied both to the separated os cal- 
cis and separated patella. 

Even at the present we still see and hear 
of frequent fibrous union in the olecranon. 
Why should the olecranon be so distinguish- 
ed and apart? What are the causes? Nothing 
more than the mechanical arrangement due 
to the necessary structure of this lever 
working across and between’ the humeral 


condyles exactly after the nature of a walk- 
ing beam or see-saw. 

If, then, in a fracture and separation we 
flex the forearm, the gap is widened, the 
olecranon is pulled upward and at a right 
angle to its parent shaft, and, if united at 
this angle, wholly prevents extension, due to 


the fact that it impinges upon the olecranon 
fossa on the slightest extension and would 
not thus mechanically permit extension, 
even would the fibrosed biceps relax suf- 
ficiently. What, then, do we get from the 
diametrically opposed method, the straight 
arm or full extenson method? First, better 
apposition of fragments if we wait long 
enough. But if we wait long enough for bony 
union we also have pretty fine triceps rig- 
idity and when we start flexion we impose 
an enormous leverage at the fracture plane 
and often gradually pull our callus out like a 
piece of taffy. As A. J. Ochsner has said, 
whichever way we do, we always wish we 
had done the other. 

Either one of these methods _ involves 
much guesswork, many misgivings and no 
little discomfort to the patient. What have 
we between these two, or, rather, what def- 
inite method that will eliminate most of the 
bad faults of both preceding methods? None 
that I know, other than open fixation, and 
by open fixation I mean solid anchoring, 
strone, rieid, dependable internal splinting; 
not darning or suturing or flimsy flexible 
methods. Nor do I wish to go down on the 
records as one who advocates open work 
where other methods will answer. 


I think the general bone man should not 
operate over one per cent of the full list 
of his fractures. For the man who narrows 
his work to autogenous onlay or inlay or 
solely to ununiteds, the percentage would 
naturally run almost one hundred per cent 
of open work. This means that any partic- 
ular set of figures from any particular man 
or clinic are useless. Many of the whole- 
sale clinics do not see a great portion of their 
cases after they leave, many of them drift 
off and die (unofficially) out of the clinic 
record, and a complete five or six year fol- 
low-up entails too much expense. 
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We must then, reserve the right to use 
what in our hands gives us the most satis- 
factory result. But we must first convince 
ourselves that the mechanical end is right, 
the surgical picture sound, and that we have 
mastered the technic of the operation to the 
minutest detail. 


My own conception of the rapid and com- 
plete restoration to function of an elbow 
with a detached olecranon, is an immedi- 
ate operation, within six to twenty-four 
hours, general condition, of course, permit- 
ting. A few hours of chemical skin prepa- 
ration followed by thirty minutes of germi- 
cidal lamp and a second safety chemical 
preparation. Linear incision over olecran- 
on and 9/32 ox-bone screw completely 
through olecranon longitudinally and three 
to four centimeters along the central axis 
of ulnar shaft. The screw should be large 
and long enough to maintain accurate appo- 
sition against side stress when the forearm 
is fully flexed. A clearance drill hole is 
drilled through olecranon so that screw will 
slip through freely, a tap or smaller drill 
hole is then drilled into the shaft, tapped or 
threaded gently. When the screw is passed 
through olecranon and screwed into the 
shaft the fracture zone is tightly closed and 
the longitudinal continuity of the bone ac- 
curately and rigidly reestablished. Most of 
the screw head may be cut off, the tendons 
fall over it. No need of buried sutures. The 
ulna is now readily reestablished for weeks 
at least, no muscles are fibrosed, time has 
not permitted impinging bone to grow, we 
have full motion in the elbow immediately. 
A sling and soft dressings, no particular po- 
sition to induce discomfort, full extension 
in morning, full flexion in evening, as early 
as the second or third day, which means 
muscle excursion, no fibrosis, and practical- 
ly full function in four to eight weeks. 


Following my theme earlier in this paper, 
no statistics shall be given. Although it 
may be said to you truthfully that this 
technic and this method have been used for 
something like seventeen years and are not 
brought to you as mere theory. But, as in 
all other surgery, you will have to select 
your case and your method, and times might 
occur when it would be useful as an addi- 
tion to the more conventional and certainly 
longer and more painful methods. 


In closing, I wish to say a word of Dr. 
John B. Davidson of Chicago, a modest sur- 
geon who many years ago wrote a modest 
book. It was unheralded and is today little 
known. It was my honor to receive a manu- 
script copy as a gift from the author and in 
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that small volume practically all the princi- 
ples of bone screw fixation are laid down. 
My own narrow opinion is that under certain 
well-defined conditions, the tough, some- 
times absorbable, properly applied modern 
young ox-bone screw in proper size is super- 
ior, at least at this writing, to any other 
form of internal splinting. 


THE MANAGEMENT OF THE PNEUMO.- 
THORAX PATIENT 


CHARLES S. M.D., 
and 
SAMUEL H. WATSON, M.D. 
Tucson, Arizona 


(Read before the thirty-ninth annual meeting of 
the Arizona State Medical Association, held at 
Phoenix, Ariz., April 24 to 26, 1930.) 

The success or failure of pneumothorax 
treatment depends so largely on careful 
management that it seemed worth while to 
present a few of the salient points at this 
meeting. 


There is no pre-operative way of deter- 
mining whether or not pneumothorax can be 
given. X-ray photographs, physical signs, 
or a history, do not determine this with any 
degree of accuracy, except the history of 
healed pleurisy with effusion, which pre- 
cludes the possibility of successfully insti- 
tuting this treatment. 


The greatest factor of success in collapse 
of the lung is very careful medical supervis- 
ion. The physician should examine the pa- 
tient at least once weekly during the first 
four months, evaluating symptoms, as fever, 
amount and character of expectoration, etc., 
using the fluoroscope frequently to deter- 
mine the optimum pressure for the patient 
at that particular time. The optimum pres- 
sure can be determined by the use of all the 
aids at our disposal and not by any one 
method alone. This optimum pressure can be 
determined by the following means: First, 
by physical examination to determine the 
amount of displacement of the mediastinum, 
ascertaining the extent of cardiac displace- 
ment and the amount of depression of the 
diaphragm downward; second, by evaluating 
symptoms such as dyspnea, the type and 
amount of cough, the amount of expecto- 
ration, the degree of fever, the general feel- 
ing, appetite and weight curve; third, by 
x-ray and flouroscope. A displacement of the 
mediastinal structures over one and one-half 
inches is best avoided under ordinary cir- 
cumstances. Even though the fluoroscope 
does not show excessive gas pressure, the 
patient may be very dyspenic and uncom- 
fortable, causing him to lose ground, because 
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that air pressure is excessive for his need 
at that particular time. 


Symptoms of excessive pressure often 
are: loss of apvetite and weight: dyspnea, 
especially after the air fillings: difficulty in 
raising sputum; excessive tight cough, and 
persistent fever. At times, it is difficult to 
determine whether there is a need for less 
or more pressure. In this event it is best 
to try a lower pressure for a few weeks. The 
tendency is, in the majority of cases, to give 
excessive pressure rather than insufficient 
pressure. The cough of too much air is rath- 
er characteristic. It has a brassy, obstruc- 
tive, irritative quality and is rather non- 
productive. The sputum shows excessive 
mucus. 


The optimum pressure will vary greatly 
during the collanse period and the pressure 
must be gradually increased as the pneumo- 
thorax progresses. It varies greatly in dif- 
ferent individuals depending on the resist- 
ance of the mediastinal structures and the 
presence and extent of adhesions. It is high- 
ly individual and constantly variable. 


One of the most important principles in 
the management of pneumothorax is to give 
the lowest pressure that will induce a satis- 
factory result in alleviating the symptoms 
at that particular time. It makes little dif- 
ference how completely the lung is collapsed 
provided there is enough pressure to pre- 
clude the danger of adhesions forming. Fre- 
quently, to induce a satisfactory collapse 
and a reduction of snutum would necessitate 
pressures decidedly detrimental to the gen- 
eral well-being of the patient. Therefore, 
our attention should not be focused on re- 
lieving any one symptom, as cough and ex- 
pectoration. 


Animal experimentation has rather con- 
clusively proved that even a normal lung will 
undergo rather general fibrosis when col- 
lapsed by air. When pressures are used as 
low as possible to induce a satisfactory re- 
sult, it seems that fibrosis, with the diffi- 
culty in re-expansion of the lung, is much 
‘ess likely to occur than in cases which have 
had continued high pressures. 


It has been a rather generally accepted 
fact that a pneumothorax patient is always 
underweight. It is our opinion that, if the 
patient is observed very carefully and the 
lowest pressure is maintained that will pro- 
duce a satisfactory result, this patient will 
gain weight almost as well as one not taking 
gas. 

It is excessive pressure that causes un- 
underweight and depresses the diaphragm, 
which, in turn, causes pressure on the di- 
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gestive organs. The resulting anorexia in 
particular is the cause of failure to gain. 

Seldom can cavities be collapsed satisfac- 
torily, nor should we expect it. The reason 
is probably that there is a fairly resistant 
layer of inflammatory or scar tissue sur- 
rounding cavities. They are obliterated by 
natural healing under the favorable con- 
ditions induced by pneumothorax. Pressures 
adequate to collapse cavities usually are det- 
rimental, causing symptoms of excessive 
pressure. 


Concerning the amount of air to be given, 
initial fillings should be between 250 and 
300 c.c. and no more, except when it is giv- 
en to control hemorrhage. It is unwise to 
make the interval of gas fillings so long that 
it requires over 500 c.c. of air at one time 
in the average-sized chest. Reactions of 
fever and pleurisy are apt to follow. It is 
better to give smaller amounts oftener. Af- 
ter a year’s time the pleural cavity  be- 
comes less elastic and the amount of gas 
given at one filling should be reduced. Great 
variations of pressure from negative to pos- 
itive are undesirable, for this results in too 
much variation in lung volume. In those 
cases in which gas is given over two years 
this makes little difference as there is only 
a slight change in lung volume. The pleural 
cavity has a marked ability to compensate 
for either too little or too excessive pressure. 
This is particularly noticeable in the pres- 
ence of pleurisy on the pneumothorax side. 


Fluid forms, most observers agree, in at 
least fifty per cent of pneumothorax cases. 
The safest procedure is to withdraw fluid if 
the accumulation is over 500 c.c. in amount, 
and replace with air. Fluid itself is unreli- 
able as a method of compression. We know 
and can depend on the rate of absorption of 
air. It is remarkably constant. The absorp- 
tion of fluid is not. Five hundred to one 
thousand cubic centimeters of fluid can be 
absorbed in a few days, allowing the pres- 
sure to fall dangerously low and forming 
adhesions. Clear fluid is simply aspirated 
and replaced by air, adding enough addition- 
al air to, reach the optimum pressure. 


Turbid or purulent fluid is aspirated and 
examined for tubercle bacilli by the usual 
stain method. Turbid fluid, if free from tu- 
bercle bacilli can be managed by aspiration 
and injection of gomenol in oil at each air 
filling. Jn practically every instance it will 
clear and in due time usually ceases to accu- 
mulate. Purulent sterile fluid with tubercle 
bacilli is very difficult to manage by the 
atove method. Most phthisiologists feel a 
thoracoplasty should be performed for its 
relief, which treatment has been found the 
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most satisfacotry. However, there has re- 
cently been some encouragement in the in- 
jection of gomenol in oil into the pleural cav- 
ity with frequent aspiration. It is used in 
amounts from one hundred to three hundred 
cubic centimeters, after warming to body 
temperature. This preparation is a non- 
toxic volatile oil obtained from a species of 
myrtle used in three to seven per cent solu- 
tion in light mineral oil. Gomenol is not eas- 
ily soluble in oil in percentages higher than 
seven per cent. Certainly we have been 
more successful with its use than with any 
other agent for purulent fluid in pneumo- 
thorax. Considerable amounts remain in the 
pleural cavity over long periods, with little 
absorption. 


We should constantly bear in mind that a 
gassed lung is not a healthy lung even 
though it ceases to produce symptoms. 
There is an active tuberculosis still present, 
as well as virulent tubercle bacilli, which can 
and will spread to the contra-lateral lung or 
other parts of the body under favorable con- 
ditions. After all, pneumothorax only as- 
sists and does not cure. It is only an acces- 
sory. The patient’s own protective forces 
cure the disease, with the aid of the rest 
and collapse of the lung. For this reason, 
even in the most favorable cases, the patient 
must be managed during the first six 
months as if he had not been given pneumo- 
thorax, namely, be at bed rest. This plan 
is followed to increase his immunity and re- 
sistance to the disease. If the tuberculosis 
has progressed to such an extent that it re- 
quires pneumothorax, then bed rest for six 
months is the only logical and safe proce- 
dure. Advanced cases naturally require more 
prolonged bed rest. 


The question of bathing during the first 
year is important. Ordinarily the exertion of 
taking one’s own bath, in pulmonary tuber- 
culosis, is equivalent to walking four blocks. 
Also, it brings muscles into play which 
should be used as little as possible. The pa- 
tient should be allowed bathroom privileges 
only. Going to the physician’s office for 
gas fillings entails too much exertion and is 
contra-indicated, generally speaking, for a 
year’s time, to avoid exertion immediately 
tollowing pneumothorax. Instituting pneu- 
mothorax and allowing the patient to re- 
sume his usual vocation in a few months is 
a dangerous policy. 


The patient can be allowed sitting-up ex- 
ercise after six months have elapsed, if the 
sputum is at a minimum, the temperature 
is normal, the weight is favorable, and there 
is general satisfactory physical condition. 
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This is gradually increased to ten hours 
daily, dressing each day and allowing such 
things as riding in a car. The walking exer- 
cise is limited to one block daily for two 
years. 

The average case should have the lung 
collapsed for at least two years’ duration. 
Naturally, cases with considerable cavita- 
tion require longer periods. If the above re- 
gime of rest has been followed for two years, 
one can confidently expect the collapsed 
lung to have been healed sufficiently to re- 
sume its function again. At this time the 
patient is started on walking exercise, grad- 
ually increasing to three miles daily while 
his tolerance is carefully watched. Then, if 
his condition is satisfactory, the gas fillings 
are discontinued. The expansion of the lung 
is observed with the stethoscope and fluoro- 
scope. When the lung is somewhat expand- 
ed an x-ray photograph will give some aid 
in determining whether or not it is healed 
and ready to undertake its normal function. 


Prenectomy is advised by some Clinicians 
when the lung is being re-expanded, to sate- 
guard the patient from a recurrence of the 
aisease. It is doubtful if this procedure is 
necessary if the above regime has been 
taithtully carried out. One cannot expect a 
collapsed lung to heal unless a favorable re- 
gime, such as outlined, is followed. It is sur- 
prising how a partially involved opposite 
lung will improve, although it is performing 
double duty, after compressing the lung 
most diseased. 


tor a number of years we were inter- 
ested in just why pneumothorax patients 
trequently developed disease in the contra- 
iateral lung. A careful analysis of these 
cases has revealed, in practically every in- 
stance, that they were trying to live a nor- 
mal lite too soon after their symptoms were 
relieved, not waiting until their clinical’cure 
could reasonably be expected. 


In conclusion, we know that tuberculosis 
is a general disease with local manifesta- 


tions. Therefore, it is imperative we con- 
stantly bear this fact in mind in managing 
pneumothorax, to effect a real healing of 
the disease and not merely a pseudo cure by 
mechanical means. 
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TUBERCULOSIS OF THE BOWEL 
FROM THE STANDPOINT OF THE 
ROENTGENOLOGIST 
JAMES L. McKNIGHT, M. D. 

Tucson, Arizona 

(Read before the thirty-ninth annual meeting of 
the Arizona State Medical Association, held at 
Phoenix, Arizona, April 24 to 26, 1930.) 

The deciding factor in determining the 
recoverv or death of a large vercentage of 
cases of pulmonary tuberculosis is the vres- 
ence or absence of comrlications. Of all the 
complications of pulmonary tuberculosis, tu- 
berculous ulceration of the bowel is, with- 
out doubt, the most important in frequency 
and in gravity. 

To enter into anything like a full discus- 
sion of tuberculosis of the bowel would re- 
quire very much more time than is available 
on this occasion. Only the most salient fea- 
tures of the condition, therefore, will be pre- 
sented. Special attention will be devoted to 
the x-ray findings and x-ray diagnosis. 


Historically, the association of bowel dis- 
turbances with pulmonarv tuberculosis has 
been noted since the dawn of medical sci- 
ence. Authorities are generally agreed that 
about eighty per cent of the cases of far 
advanced pulmonary tuberculosis have asso- 
cated tuberculous ulceration of the bowel. 

The site of predilection is, in the great 
majority of cases, the ileocecal region. The 
rresence of tuberculous ulceration in any 
cther part of the bowel tract, in the absence 
of ileoceal involvement, is rare. The reasons 
for this tendency to involve the ilececal re- 
gion are anatomic and rhysiological. 

It will be recalled that food and, with it, 
tubercle bacilli pass through the duodenum 
and jejunum with great rapidity but upon 
reaching the distal portion of the ileum, the 
howel content there accumulates, held back 
hy the ileocecal valve. From this point the 
howel contents gradually fill up the cecum 
and well up into the ascending colon. So 
just at this part of the gastro-intestinal 
tract, where bowel contents are kept in con- 
tact with the mucous membranes for the 
longest interval, we find the site of predil- 
ection for tuberculous involvement. 

From the ileocecal region the ulceration 
may extend in both directions: proximally, 
to a point high in the jejunum; distally, into 
ascending and transverse colon. Extension 
beyond the splenic flexure is rather unusual. 
Tuberculosis is not frequently found in de- 
scending colon, sigmoid or rectum. 

PATHOLOGY 

Tuberculosis of the bowel may be repre- 
sented by infiltration, by ulceration or by 
librosis. 


365 


The form with which we have to deal in a 
very large proportion of our cases is ulcer- 
ation, though an example of fibrosis will be 
shown you today, the result of healed tuber- 
culous ulceration. 

Extensive infiltration of the bowel wall 
causes encroachment on the lumen of the 
gut, producing the true “filling defect” of 
the roentgenologist and resembling the 


filling defect of malignant disease. This 
form of pathology is, however, decidedly 
rare. 

SYMPTOMATOLOGY 


The symptoms of tuberculosis of the bow- 
el are numerous, variable and_ uncertain. 
The well known disturbances of the gastro- 
intestinal tract which occur in such a large 
proportion of our cases of pulmonary tuber- 
culos‘s in which there is no ulceration of the 
bowel, so closely simulate the symptoms 
found in the presence of ulceration that their 
differentiation is, in many instances, very 
difficult or, indeed. impossible. Another 
confusing factor is the practical absence in 
certain cases of abdominal symptoms in the 
presence of tuberculous ulceration, even 
where ulceration is extensive. In most 
cases of tuberculous ulceration we may ex- 
pect to find abdominal discomfort varying 
greatly in degree, though pain that is really 
severe is rather unusual. The pain is usual- 
ly colicky in character and recurrent. A 
fairly constant symptom, and one _ having 
some value, is a persistent tendency to gas- 
eous distention. Loss of weight is almost 
certain to occur. Loss of appetite is very 
frequent. Tenderness over the abdomen, 
either general or more frequently over right 
lower quadrant, is common. A symptom 
which should be given attention is the de- 
velopment of excessive nervousness and in- 
scmnia. Diarrhea is frequently present. 
There may be alternatine diarrhea and con- 
stipation, or, strange to say, there may be 
no definite abdominal symptoms, regardless 
of the extent of ulceration. On the other 
hand, any or all of the symptoms enumer- 
ated may be present in the absence of tuber- 
culous bowel involvement. 

DIFFERENTIAL DIAGNOSIS 

Tuberculosis of the bowel must be differ- 
entiated from the indigestions and diarrheas 
of the tubercular patient, from non-tubercu- 
lous colitis, from appendicitis. 

We will readily agree that early and defi- 
nite diagnosis in tuberculosis of the bowel 
is of extreme importance. Tuberculosis of 
the bowel is a curable condition under fav- 
orable circumstances. The degree of cura- 
bi'ity depends princivally on early diagnosis 
and prompt institution of appropriate treat- 
ment. 
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How, then, shall we, in view of the ex- 
treme variability and uncertainty of the 
symptomatology, arrive at a definite early 
diagnosis? This question brings us to our 
proper subject for this paper—diagnosis by 
x-ray. 

By x-ray, the diagnostic problems of tu- 
berculosis of the bowel have been greatly 
clarified. The cloud of uncertainty and 
doubt has been swept away and the diagno- 
sis of tuberculosis of the bowel may be 
made with a degree of certainty and accu- 
racy fairly comparable with that of tubercu- 
losis of the lungs. 

Pioneer work along this line was done by 
Stierlin, Archibald, Pirie and others. This 
work received little general attention until 
taken up by Brown and Sampson at Saranac. 
To these men we owe much. A technic was 
developed and a knowledge of the value of 
the x-rav in the early and accurate diagno- 
sis of this condition disseminated through 
the medical profession. 

I wish to point out to vou. in the simplest 
possible way, the technic of this diagnostic 
procedure and the vrinciples underlying this 
method of diagnosis. 

Gastro-intestinal diagnosis is not easy. 
The x-ray diagnosis of tuberculosis of the 
bowel, however. is relativelv easy, relatively 
simple and as accurate as that of any other 
gastro-intestinal condition. Tuberculosis. as 
has been pointed out, hos a strong predilec- 
tion for a limited part of the intestinal tract. 
An ulcerated area is an irritated area. Irri- 
tation of the bowel. usuallv localized in tu- 
berculosis, causes localized hypermotility 
and spasm with a strong tendency to expul- 
sion of the barium meal from that portion 
of the intestine. In a word, the diagnosis of 
tuberculosis of the bowel is dependent on a 
localized intolerance of the bowel to the re- 
tention of its contents. 

The differential diagnosis between tuber- 
culous and non-tuberculous colitis, will, in 
certain instances, cause some difficulty. 

However, the differentiation can usually 
be made. Tuberculous ulceration, as for- 
merly stated, involves, in most cases, the 
d’stal small bowel and tke proximal large 
howel. Non-tuberculous ulceration is more 
likely to involve the more distal part of the 
large bowel or to show a much more general- 
ized hypermotility. There is a lack of that 
localization usually seen in tuberculous in- 
volvement. 

One must, of course, bear in mind the 
possibility that both tuberculous and non- 
tuberculous colitis may exist in the same 
patient. This probability is, however, rath- 
er remote. 
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Our routine examination for tuberculosis 
of the bowel are conducted as follows: The 
patient is given a rather light, easily di- 
gested supper. At 3 a. m. he is given four 
ounces of barium sulphate in buttermilk, 
sweet milk or malted milk. He is given no 
breakfast. Six hours later he reports to the 
laboratory. Radiographs are made, usually 
at six, six and one-half and seven hours. At 
eight hours he is given a_ second barium 
meal and two or more radiographs are made, 
at ten minute intervals. The patient is then 
allowed to eat as usual. He returns to the 
laboratory twenty-four hours after the sec- 
ond barium meal, for final radiograph. 


The two-meal system is used as a matter 
of convenience, bringing all the work easily 
within usual working hours. The patient 
misses one meal, breakfast. No purgatives 
are permitted before or during the series. 
The same prohibition applies to any drug 
which would modify the action of the gas- 
tro-intestinal tract. 

We wish to study the action of the bowel, 
“as is,” and not as modified by any drug. 
For the same reason, little use is made of 
the barium enema. The enema, of itself, 
causes distention and irritation with hyper- 
motility. As said before, the desire is to 
study the bowel unaffected by anything 
other than food with barium. 

SUMMARY 

Tuberculosis of the bowel is the most fre- 
quent and grave complication of pulmonary 
tuberculosis. The recovery of the patient 
will, in many instances, depend on the early 
diagnosis and prompt treatment of this com- 
plication. 

The x-ray offers a means of early and pos- 
itive diagnosis, exceeding in value any and 
all other means at our command. The meth- 
od works little hardship on the patient. 


PHYSICAL THERAPEUTIC TECHNIC; By 
Frank Butler Granger, M. D., Late Physician-in- 
Chief, Department of Physical Therapeutics, Boston 
City Hospital; Director of Physiotherapy, United 
States Army Medical Counselor, United States Vet- 
erans Bureau; Member of Council on Physical Ther- 
apy, American Medical Association; Instructor of 
Physical Therapy, Tufts Medical School; with a 
Foreword by William McFee, M. D., Boston, Mass., 
Octavo volume of 417 pages with 135 illustrations; 
Philadelphia and London; W. B. Saunders Com- 
pany; 1929: $6.50 net. 

This book is prepared as a guide for the beginner 
in physical therapy. He discusses the physiological 
effects produced by electricity, the galvanic current, 
ionization, reaction of degeneration, sinusoidal cur- 
rent, static electricity, high frequency currents, dia- 
thermy, hydrotherapy, massage, use of carbon diox- 
ide snow, etc. There are 35 illustrations of the vari- 
ous treatments. There are 417 pages with a good 
index. Those who are interested in physical therapy 
will find this a valuable book. 
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VOLKMANN’S ISCHEMIC CONTRACT- 
URE: Presentation of case with 
moving pictures 
A. C. CARLSON, M.D. 

Jerome, Arizona 

(Read before the thirty-ninth annual meeting of 
The Arizona State Medical Association, held at 
Fhoenix, Arizona, April 24 to 26, 1930.) 

In bringing the subiect of Volkmann’s 
ischemic contracture before you, I am well 
aware of the fact that I shall have nothing 
new to offer. However, it is a condition which 
is of particular interest to everyone who 
handles fractures: first, because of the vici- 
ous complications that one may have follow- 
ing injuries or fractures near the elbow joint 
or forearm, and again because of different 
opinions advanced by the authorities, both 
as to pathology and etiology. 


The picture this complication or deform- 
ity presents is: Flexion or contraction of 
the wrist and fingers, hyperextension of the 
first phalanges on the metacarpal bones, ad- 
duction of the thumb, pronation of the hand, 
slight flexion of the forearm, and loss of 
power of the muscles of the forearm. 


Some say it is not uncommon. Possibly 
there are many cases that are not reported. 
However, in the forty years following Volk- 
mann’s original report, there were only one 
hundred three cases on record. In the Mayo 
clinic, according to Doctor Meyerding’s re- 
cent article, there were one hundred twenty- 
eight cases seen there from 1910 to 1927. 

As to the pathology. The majority of our 
authorities agree that primarily the muscles 
alone are affected and that whatever nerve 
change takes place is due to pressure caused 
by the resulting scar of the affected part. 
Primarily, then, due to interference with cir- 
culation both venous and arterial, myositis 
and necrosis develop in the muscles of the 
forearm, followed by subsequent fibrosis, 
which reaches its maximum in two or three 
months, causing a contracted, cord-like, 
atrophic condition of the muscles of the 
forearm. However, those who argue that 
there is primarily nerve injury along with 
the muscle necrosis point out that the con- 
dition cannot be produced experimentally 
by injury to the vessels alone but can be 
produced only when the nerves also are in- 
jured. 

The etiology presents but one factor that 
all writers agree on, and that is that the 
interference of the circulation is caused by 
pressure, but whether it is intrinsic, extrin- 
sic, or a combination of both, is the topic up- 
on which opinions differ. Intrinsic pressure 
's produced by hematoma and displaced frac- 
ture fragments. Extrinsic pressure is from 


tight splints, casts, bandages or forced po- 
sition. Some of our quite recent writers 
felt it was the result of poor treatment or 
negligence in the application of too tight 
casts, splints, or bandages. However, many 
cases are reported where no such treatment 
was used. One writer reports a_ series of 
twenty-eight cases of Volkmann’s contrac- 
ture, practically all following supracondvlar 
fracture in which there was non-reduction 
of the lower fragment, with the proximal 
fragment forced down into the antecubital 
fossa; and he lays great stress on this as a 
causative factor. True. it is no doubt a fac- 
tor and especially where the forearm is 
flexed on the non-reduced fragment. But 
again, it occurs where there is no dis- 
placement of fracture fragments, regardless 
of where the fracture is located, and even in 
injuries not associated with fracture. The 
intrinsic pressure pvroduced by the hemato- 
ma is stressed as the main factor bv Doctor 
Marble. It has been shown that this alone 
is sufficient to produce the condition. Cases 
are on record where there were no disvlaced 
fragments causing pressure and where no 
form of splinting, casts. bandages or forced 
position were used and still Volkmann’s 
contracture developed. Having this factor 
present, anything that will cause additional 
pressure is merely adding insult to injury 
and increasing the possibility of the compli- 
cation. 

The onset is rapid, the natient suffering 
severe pain, with marked swelling and 
numbness. The inflammation of the muscles 
reaches its maximum in about twenty-four 
hours, after which the contracture follows. 


As to the treatment recommended, it de- 
pends upon the stage of the contracture. 
When diagnosed within a few hours, prompt 
incision with application of warm, moist 
dressings to relieve the intrinsic pressure 
caused by the hematoma. When seen after 
days or weeks have elapsed, some form of 
gradual extension followed by heat and mas- 
sage. A good method of applying this ex- 
tension is by means of the banjo splint. The 
method of putting on a banio splint is as 
follows: First, wrap a layer of felt around 
the forearm and hand, cutting down to per- 
fect fit and sewing up the back. Then start 
the plaster and embed a No. 8 steel wire 
with loop, bending the wire as you put it 
on. Extension of the fingers can be made 
in one of three ways: Adhesive plaster ap- 
plied to the fingers; drilling a hole through 
the fingernail to anchor the elastic band; or 
by passing a_ straight needle laterally 
through the distal phalanx. A needle simi- 
lar to Keith’s straight abdominal needle is a 
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good one to use. Elastic bands are then at- 
tached to one of the three types and fas- 
tened to the wire loop. The cases in which 
the deformity is of mnths’ and years’ du- 
ration, require surgery. The longer the de- 
formity has existed, the less are the possi- 
bilities of restoring function. The deformity 
can be corrected or improved, but in cases 
of years’ standing with muscle atrophy and 
changes in bones, vessels and nerves, very 
little if any function is restored. 


A study of this subject brings out several 
interesting facts, not as to care and treat- 
ment of this deformity, but facts that will 
help us to prevent it. Doctor Ely, in his 
report of twenty-eight cases of Volkmann’s, 
stated that every case followed supracondy- 
lar fracture. Doctor Meyerding, in his re- 
cent paper, reported the majority as having 
a history of suvracondvlar fracture. In ev- 
ery case of supracondylar fracture with dis- 
placement, you have the intrinsic pressure 
present, you have the displaced fracture 
fragment, and the principal factor is hema- 
toma. The majority of the cases of supra- 
condylar fracture with displacement, when 
seen early, do not have marked swelling and 
tension of the tissues about the antecubital 
fossa. However, many are seen that have 
great swelling. In these cases, even though 
perfect reduction is made and the pressure 
from the displaced fragment is eliminated, 
it is necessary to place the forearm in acute 
flexion in order to hold the reduction. This 
aggravates the pressure already present due 
to the hematoma and it becomes a possible 
contracture case. Doctor Marble and others 
advise early incision in these cases, washing 
out the hematoma, reduction of the fracture, 
and the placing of internal fixation of ab- 
sorbable material, such as heavy chromic 
gut or kangaroo tendon. This procedure of 
incision holds true for all injuries about the 
elbow joint or forearm with marked swell- 
ing from hemorrhage. All of these cases 
should, of course, first be examined for pos- 
sible nerve injury which may be a compli- 
cating feature. 


The case I have to present with motion 
pictures is of a Mexican girl ten years old. 
She fell down some steps at school during 
the first week of September, 1929. There 
being no father, the mother did not take 
her ta a doctor because of financial reasons. 


She had no medical attention from early 
September until October 30, 1929. The 
mother, on being questioned, stated that she 
bathed the arm and hand in warm salt water 
each day and made a sling in which to carry 
the arm. The girl returned to school after 
one week, but, for some unknown reason, 
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the teacher or school nurse did not observe 
the deformity until the truant officer no- 
ticed her on the school grounds and brought 
her to the hospital. At that time she had a 
typical deformity, as you will see. The x-ray 
pictures showed fractures of the head of 
the radius and olecranon process of the 
ulna, with very little displacement. She was 
interned in the hospital and on the following 
day an attempt was made to place the hand 
and forearm in a banjo splint with finger 
extension. Because of the contracture it 
was impossible to hold the hand in a cock-up 
pesition without exerting a great deal of 
rressure on the tissues in forcing the wrist 
in extension while the cast was setting. This 
pressure interfered with circulation and the 
cast was immediately removed and another 
one put on, this time leaving the hand and 
arm in a straight position. A_ straight 
Keith’s abdominal needle was placed 
through the distal phalanx of every finger 
and thumb and elastic band traction hooked 
to the needle on both sides of the finger and 
attached to the wire loop of the banjo 
splint, exerting constant traction. A small 
moist dressing of S. T. 37 was wrapped 
around the end of the finger at the needle 
perforation. This splint was left for two 
weeks, when pressure of the cast between 
the index finger and thumb was noticed and 
the cast was removed. A new one was put 
on immedately, with the hand in a cock-up 
position, and the traction reestablished. 
This was left on for a little better than 
two months, when it was removed and 
physiotherapy started. The child is still 
getting daily treatment of heat, massage, 
and exercise. I feel that, for the length of 
time, the result is very satisfactory and 
hope that, in the course of a few months, 
the forearm will greatly improve. 


SURGICAL DIOGNOSIS: By 42 American Auth- 
ors. Edited by Evarts A. Graham, M.D., Professor 
of Surgery, Washington University Medical School. 
Three Octavo Volumes, totaling 2750 pages, contain- 
ing 1250 illustrations, and Separate Index Volume. 
Philadelphia and London: W. B. Saunders Company, 
1930; Cloth $35.00 a set. 

These encyclopedic volumes on surgical diagnosis 
would seem to be as useful and essential to a sur- 
geon as the dictionary is to a man doing literary 
work. There is just about as much chance to review 
these volumes as there would be to review the ilic- 
tionary. 

The printer’s art is beautifully presented. 

The list of contributors is guarantee of the relia- 
bility of the text. 

Dr. Graham stresses the point ‘that because of 
the laity’s extreme confidence in ,and awe of, the 
accomplishments of surgery, there is a needless 
amount of surgery. He hopes that these volumes 
will help to stimulate the entire profession to go 
carefully into the indications for and against opera- 
tions before recommending them. 
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FEVER 
HARRY A. REESE, M. D. 
Yuma, Arizona 

(Read before the thirty-ninth annual meeting of 
the Arizona State Medical Association, held at 
Phoenix, Arizona, April 24 to 26, 1930). 

Sacred history tells us that “‘Peter’s wife’s 
mother was sick of a fever.” But several 
thousand years before Peter’s time, we read 
in Leviticus of a “burning ague,” and in 
Deuteronomy of a “fever.” So fever has been 
recognized as a disease or a symptom of dis- 
ease since history began. The importance 
of fever in diagnosis and prognosis of dis- 
ease is evidenced by the fact that every 
physician carries his clinical thermometer. 


Fever is defined as: “A pathological rise 
of temperature.” With the different types 
of fever—continued, remittent, intermit- 
tent, and recurrent—we are not especially 
interested. 


We classify animals as warm-blooded, 
homiothermic, and as cold-blooded, poikilo- 
thermic. Man is homiothermic. Man’s nor- 
mal temperature is said to be 98.6 F, but 
considerable variation occurs, both in dif- 
ferent parts of the body and at different 
times of the day. The temperature is cold- 
est in the skin and warmest in the liver. 


The thermotactic center, or the center 
which regulates heat, is claimed by Samuel 
Foman to be situated in the medulla, and is 
made up of two divisions: first, thermogen- 
etic (producing heat); and second, thermo- 
lytic (eliminating heat). Bodily heat is pro- 
duced by oxidation of food, muscular activ- 
ity, glandular activity, friction of blood in 
blood vessels, and voluntary addition of 
heat, ingestion of hot foods, and warm ap- 
plications. Bodily heat is eliminated by vas- 
cular dilatation, radiation and conduction, by 
sweating, by the excretions through the 
urine and the lungs, and by the voluntary 
addition of cold. The temperature of the 
body is determined by the relation which 
exists between the amount of heat produced 
and the amount of heat eliminated. The 
delicate adjustment which exists in the body 
between heat production and heat elimina- 
tion is under the control of the central ner- 
vous system. 


Fever is usually due to increased heat pro- 
duction rather than to lessened heat loss, 
especially in the infectious diseases. During 
a chill there is the rapid increase in temper- 
ature owing to the muscular contractions 
during the rigor. Chill is often met with in 
malaria, in sepsis, in endocarditis, and in 
the beginning of lobar pneumonia. The 
patients complain bitterly of cold, their teeth 
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chatter, and the whole body may shake. The 
skin is pale and cool (vasoconstrction). 

Now that we have considered the physiol- 
ogy of animal heat, and the pathology of 
fever, and the value of the temperature 
curve as an aid in diagnosis, it is well that 
we consider the treatment of fever. Should 
we treat fever, or treat the cause? You all 
agree—treat .the cawse, and remove the 
cause. But if it is impossible to remove the 
cause at once—what then? Should we be 
concerned about high temperature? Lieber- 
meister and his followers say yes. Certain- 
ly we should be concerned about it, but what 
to do is the question. 


It is a common experience that patients 
with high temperatures are more sick than 
those with low temperatures. This is so, not 
because the high temperature is itself an 
unfavorable form of reaction, but because 
such patients are suffering from more in- 
tense infections. Furthermore, as we have 
seen, in the most unfavorable infections of 
all the temperature may be too low. The 
body temperatures of rabbits have been 
kept at 105.8 F., and over, for weeks at a 
time without serious damage. The degener- 
ation of the internal organs so often ob- 
served in those suffering from infectious 
processes does not follow such a prolonged 
overheating of the body. It is the infection 
and not the hyperthermia which causes the 
serious damage to the body in infectious 
processes. 

Dr. Albion Werter Hewlett says, in Mono- 
graphic Medicine, that the temperatures 
encountered in fever are sufficiently high 
to inhibit the growth of certain bacteria. 
High temperature not only inhibits the 
growth of bacteria, but an increased temper- 
ature increases the speed with which pro- 
tective antibodies are formed. 

To many of you the question of how to 
treat fever has been no question at all. You 
have ordered cold baths. You should have 
a care lest you do more harm than _ good. 
What takes place when you give a cold 
bath? You abstract heat from the surface of 
the body and the patient becomes chilled. 
In a few minutes he begins to shiver and 
chill. After several minutes of cold spong- 
ing you take his rectal temperature, because 
you don’t want his chattering teeth to bite 
your thermometer in two. You find his 
temperature a little lower, but not as low 
as you would like, so you continue to sponge. 
The poor victim chills and begs. Finally 
you decide you have done your duty (or 
rather your nurse decides she has done her 
duty under your orders,) and the bath is dis- 
continued. Now what follows? Your cold 
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bath did not remove the infection, nor elimi- ~ 


What follows the chill of 
malaria? High temperature. During the 
chill every muscle is in activity, vibrating 
like a tense wire, contracting as if in con- 
tact with an electric current. This muscu- 
lar action manufactures heat. In a few 
hours the patient’s temperature may reach a 
higher point than before the bath. And un- 
der your orders the cold bath is repeated. 
What good have you done? None. What 
harm have you done? Much in every way. 
During disease the first law of nature, the 
law of self-preservation, established that 
high temperature as absolutely necessary 
for the patient’s welfare, and instead of as- 
sisting nature in combating disease you 
have knocked down the defenses of nature, 
and aided the infecting organisms to gain 
408 ira in the battle between life and 
eath. 


But, you argue, a cold bath is stimulating. 
Yes, you are right. You stimulate activity, 
and activity is exercise, and _ exercise is 
work, and work is exhausting. A human 


nate the toxins. 


body, like a storage battery, has only a lim- 
ited amount of latent energy. If the cold 
bath is repeated day after day, there comes 
a time when poor exhausted nature gives up 
the fight, and the patient no longer responds 


to the whip; there is no reaction. The tem- 
perature drops below normal, and you flat- 
ter yourself that you have done a good piece 
of work. You tell the patient’s friends that 
you and your nurse contested every foot of 
ground lost to the enemy, and that you are 
both so glad that the patient’s temperature 
has reached normal. But in the same breath 
you warn the friends that the fever (you do 
not blame your treatment)—that the fever 
has left the poor sufferer very, very weak, 
and that he may not survive. You try stim- 
ulation and external heat, but you are too 
late. Your patient gives up the ghost. You 
should have had a vision of the future be- 
fore you gave that first cold bath. Had you 
never given the first cold bath, it would not 
havé been necessary to give the second, and 
the third, and the fourth. Had you assist- 
ed nature instead of destroying her first 
line trenches you might have been of real 
service. Under the cold bath treatment, if 
your patient recovers at all, he does so in 
spite of your treatment, not on account of it. 
Even if he does live, think of the long train 
of ills that may follow, such as acute neph- 
ritis, which I knew to follow in at least one 
case of pneumonia which was treated with 
ice bags; or pulmonary tuberculosis, which 
in another case followed ice rubs on a mar- 
ble slab for typhoid fever. 
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I do not know how many of you still be- 
lieve in the ice pack, or the ice rub, or even 
in the cold bath, but if you do believe in 
this sort of barbarism, let me say to you 
now, while I am still conscious, that it is my 
request that, if I should contract any disease 
running a high temperature, you let me 
alone or turn me over to the care of some 
motherly old woman who has no thermom- 
eter, and who has common sense enough to 
let nature alone or to give me warm or tepid 
baths, which will do no harm if not too fre- 
quently repeated, and may do much good by 
inducing quiet and rest, and assist nature in 
a very material way by increasing perspir- 
ation, and thus eliminating the toxins of the 
infection. 

How then shall we treat fever? Don’t 
treat it. Treat the cause. Destroy the in- 
fection if you can. Eliminate the toxins. 
Husband the strength of your patient. 
And keep in mind that nearly all acute in- 
fectious diseases run their course in a few 
days. If we can not shorten this period, we 
can, at least, modify the severity of the at- 
tack. And this we can do by isolating the 
patient, excluding all visitors except the 
physician and the required number of 
nurses and attendants, by insisting upon 
quiet and rest, by gentle elimination, and by 
proper diet. 

Have antipyretic drugs no place in the 
treatment of fever? This is a moot ques- 
tion. If such drugs promote elimination and 
quiet and rest, without doing harm, they 
have a place in the management of such 
cases. 1 have been afraid of the harmful 
ettects of such drugs, and rarely make use 
ot them. 


SOME EPIDEMIOLOGICAL STUDIES 
O. C. WEST, M. D. 
Phoenix, Arizona 

(Read by title before the thirty-ninth annual 
meeting of the Arizona State Medical Association, 
held at Phoenix, Arizona, April 24 to 26, 1930.) 

The heading of this paper is somewhat 
vague or indefinite, but my intention is to 
take up from an epidemiological standpoint 
some of the methods and means of control- 
ling communicable disease in Arizona. Epi- 
demiology is usually divided into statistical, 
or historical, epidemiclogy and field, or 
practical, epidemiology. The distinction is 
perhaps useful but the dividing line is not 
sharp, each depending much on the other. 

The basis for all epidemiological investi- 
gation is diagnosis. The more certain 
diagnoses are made, the greater are the 
chances of reaching a correct conclusion. 

Diagnosis is also the foundation upon 
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which the classification of diseases for sta- 
tistical purposes is based. As the education 
of physicians and diagnostic methods im- 
prove, the resulting statistics become more 
reliable. 

Statistical study of disease is rapidly be- 
coming a very important factor in the con- 
trol of communicable disease, and many of 
the highly organized central public health 
offices are enlarging this division so that on 
very short notice data on any disease in the 
state can be furnished. With the assistance 
of a skilful statistician the study of epi- 
demic disease can be greatly aided. I have 
been told that this statistical study has been 
so highly developed in some states that pre- 
dictions, with fair accuracy, can be made 
by epidemiologists. It seems almost uncanny 
to say that, in a certain locality, during a 
certain week, we will have a certain number 
of cases of typhoid and that a certain num- 
ber of these cases will die, etcetera, but this 
can be deduced if we only have reliable re- 
porting. 

During the last year reporting by physi- 
cians in this state has improved wonderful- 
ly. But we must make it still better. I find 
that a great many doctors do not report 
suspicious or doubtful cases to their county 
units. Early reporting is very often the 
means of aborting an epidemic. I feel confi- 
dent that at this time we have around 2000 
cases of milk smallpox in this state and yet 
last week’s reports to the office show only 
twenty-one cases. Naturally, there must be 
a great number of these cases wandering 
around without control. There is one bright 
feature to milk smallpox—it spreads vacci- 
nation to a large number of people who have 
opposed or neglected to protect themselves. 


Field epidemiology should not be under- 
taken without the aid of well equipped labo- 
ratory facilities. This state is fortunate in 
this respect. Our laboratory is able to care 
for almost any kind of bacteriological exam- 
inations and furnish rapid, accurate deter- 
minations. You men who are located at a 
distance from regular laboratories should 
remember we are always ready to help you 
clear up your diagnoses of communicable 
diseases. 

I was very fortunate in having an oppor- 
tunity last month to visit several states 
where public health work is organized to 
the highest degree. A study of their differ- 


ent organizations was very interesting and 
some of their deductions and methods ap- 
pear almost revolutionary to us in this state. 

We are still working under regulations 
and laws passed years ago, when Arizona 
was a small frontier state. 


The rapid devel- 
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opment with all its prosperity has given us 
many problems to solve and some of them 
are peculiar to this section of the country. 

We have a meningitis are a where this dis- 
ease exists practically through the year. 
These epidemic spots exist in many states 
and are somewhat hard to explain. For in- 
stance, Miami and Globe are only five miles 
apart, the residents’ of these two towns visit 
and intermingle daily; yet Globe has had 
only two cases of meningitis this year, while 
Miami reports twenty-three. 

Typhoid fever is prevalent in this state 
but has never reached epidemic proportions 
except on one or two occasions when prac- 
tically all of the cases were confined to 
small localities. Our greatest menace in ty- 
phoid fever is due to uncontrolled carriers 
and to a large number of mild unrecognized 
and unreported cases. This number will 
probably always be with us on account of 
the rapid movement in the state’s popula- 
tion. Vaccination for typhoid is the only 
solution, while sanitation and other general 
measures help, it is only through a general 
vaccination campaign that anything like re- 
sults can be obtained. 


Scarlet fever has shown up in epidemic 
proportions in several spots in this state. If 
we could, all of us, fix in our minds that 
scarlet fever is purely an infected throat 
condition, I believe that our method of rec- 
ognition and control would be easily handled. 
There are many cases of scarlet fever which 
hardly show any eruptive stage. There are 
other cases that show a marked eruption 
with slight throat symptoms. We know 
positively that this disease is spread entire- 
ly from the secretions from the nose and 
throat and that the peeling or desquamation 
does not carry the organisms of this dis- 
ease. All epidemiologists are becoming 
more convinced that the isolation period for 
scarlet fever is too short. Some countries— 
Germany, for instance—have increased the 
control period to forty days. I believe that 
not all cases of scarlet fever run the some 
course. We will have certain mild forms 
which clear up rapidly and others remain in- 
fectious for long periods of time; and until 
we become better acquainted with the caus- 
ative organism of this disease, we are, there- 
fore compelled to fix an _ isolation period 
which will cover the mild and severe types. 

There occurs during the spring and early 
summer months, in certain valleys of this 
state, a diarrhea and dysentery problem. 
This condition in some localities reaches epi- 
demic proportions and a systematic exhaus- 
tive study must be made and efforts started 
towards a remedy or control of the situation. 
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All physicians are earnestly requested to re- 
port as early as possible all cases resembling 
dysentery during this period, for we must 
have their assistance in this work. 


I find that laboratory facilities are well 
developed in the southern and central parts 
of the state and are available to surrounding 
towns, but our northern tier df counties, be- 
ing sparsely settled, do not have the oppor- 
tunity of quick confirmation of the diagno- 
sis of cummunicable diseases. This condi- 
tion is being studied and efforts will be 
made to arrange some relief for this section 
of our state. 

We have with us a constant vepertiog of 
mad-dog bites throughout the state. Rabid 
animals will be found every now and then 
along highways where tourists and travelers 
lose their dogs or desert them, and these an- 
imals, running without food or control, are 
easy victims to acquire hydrophobia. The 
State Board of Health is able to furnish 
prophylactic treatment for hydrophobia at 
a very reasonable rate, provided that this 
treatment is given to indigents only. In one 
of our neighboring states the prevalence of 
rabid animals became such a menace a few 
years ago that special legislation was passed 
to eliminate the homeless dog. This measure 
was carried out energetically and at present 


I note very few cases being reported from 


there. It may be that in this state, if this 
menace increases, the State Board will have 
to make some provision similar to New Mex- 
ico’s. 

I do not wish to close this paper without 
calling attention to the increase of venereal 
disease prevalent in many parts of the Uni- 
ted States, and noting that the Federal Gov- 
ernment is beginning to agitate educational 
and control methods. It is, indeed, unfortu- 
nate that their appropriation for carrying 
on V.D. clinics was stopped several years 
ago. This is a problem that acutely follows 
the bright spots of prosperous parts of the 
country. Arizona today is attracting people 
from every part of the country. This means 
that it will be another factor for us to con- 
trol in the near future. 

Research work is gradually clearing up 
many mysteries. There is a growing tenden- 
cy to believe that the high contagious stage 
of some diseases is at the outset, or first 
few days. This feature explains, in a way, 
a seeming lack of control and emphasizes 
the necessity of early reporting, for in- 
stance, measles and smallpox, both of which 
are highly contagious before the eruptive 
stage. It has been proven that the desqua- 
mation of several diseases does not spread 
the contagion—measles and scarlet fever. 
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We are more impressed every day with 
the fact that all communicable diseases are 
spread by intimate contact with the sick. If 
we could completely isolate every contagious 
case early, we would come much nearer 
reaching an ideal control than by absolute, 
modified and various other forms of quaran- 
tine. Quarantine at its best is only a tem- 
porary measure depending entirely upon the 
support of the people and vigilance of the 
law enforcing bodies. It has often been said 
that people who respect quarantine don’t 
need it and those that do not respect it will 
disobey the regulations in spite of all po- 
lice control. 

There seems to be in this country a grow- 
ing tendency toward disrespect for all kinds 
of law enforcement and public health laws 
are no exception to this rule. Our court 
dockets are’ crowded and enforcement offi- 
cers are working overtime to enforce law 
and order. Naturally the vigilance of minor 
offenses is neglectea. This brings us back 
to the subject of ideal control of commu- 
nicable disease, that is, diseases which we 
can protect by vaccination. It is one of the 
greatest reasons why we should insist on 
protective vaccines. 

Our better knowledge of epidemiology has 
compelled great changes in our control 
work. Fumigation is almost a relic of the 
past. Great expense has been saved city 
governments by this measure. You would 
be surprised to know how much fumigation 
costs in large cities like New York and Chi- 
cago; sums of money which would actually 
support organized health departments. 

Ever since the World war there has been 
great unrest throughout the whole world. 
This is an age of rapid movement and easy 
transportation. There is a continual move- 
ment of people from one section of the coun- 
try to another, changing residence several 
times a year. With this increase in travel, 
disease is spreading in such a way that state 
control is becoming very difficult. Better 
relationship between neighboring state de- 
partments of health must be encouraged and 
more cooperative efforts made to meet these 
problems. 


GOITER 


Ss. I. BLOOMHARDT, M. D. 
Phoenix, Arizona 


(Discussion before the thirty-ninth annual meet- 
ing of the Arizona State Medical Association, held 
April 24 to 26, 1930.) 

A solution of the problem of the etiology 
of goiter must be found before thyroid path- 
ology can be perfectly understood. Unfor- 
tunately, there has not been brought to light 
the etiological factor of thyrotoxicosis. The 
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literature has been voluminous from sur- 


with geon, clinician and laboratorian and still they 
‘ “ all appear to be theorizing; and when we 
: theorize concerning any given material en- 
B10US tity, we know little. I was amazed, though, 


in reviewing some of the literature of goiter, 
at the tremendous amount which has been 


— written and at times I was much confused. 
: the One factor rather encouraging to note is 
the that there is a definite trend toward unifor- 
anil mity of nomenclature. Hyperplastic toxic 
jon’t goiter seems to be slowly, but surely, replac- 


ing the erroneous exophthalmic goiter. Tox- 
ic adenoma seems to be a good term and is 
widely used. Crile suggests that, possibly, a 
better name than hyperthyroidism is “hy- 
perkineticism”—in his ever far-seeing way 
emphasizing the adrenal factor in hyperthy- 
roidism. He believes there is an intimate 
hook-up ‘between the thyroid, the adrenal 
and the nervous system. Crile has reported 
ten cases upon whom he has performed a 
unilateral adrenalectomy for hyperthyroid- 
ism and reports the immediate clinical re- 


gar sults as comparable with those produced by 
the unilateral thyroidectomy, but with the ad- 


vantage that the natients had less post-op- 


erative hyperthyroidism. 
has Warthin states that our conception of hy- 
trol] & per thyroidsm has become an enlarged clin- 
the — ical syndrome to which innumerable symp- 
ity | toms are daily added until it has become im- 
uld possible to distinguish what some writers re- 
ion gard as hynernlastic toxic goiter and what 
hi- others call toxic adenoma: and the patholo- 
ly gist encounters great difficulties if he at- 

tempts to avply the histological ‘criteria, 
en commonly used for the diagnosis of hyper- 
Id. plastic toxic goiter, hyperthyroidism or tox- 


ic adenoma. 

Reports from Mavo Clinic tell us that the 
toxic goiter case is havine his surgery done 
earlier. The average duration in 1917 was 
19 months: in 1927, 14 months. before sur- 
gery was resorted to. Riesman, in his usual 
customarv shrewd and truthful way, says 
that in diagnosis of simnvle goiter the salient 
point in many instances is to recognize its 
non-impertance rather than its imvortance. 
This, I think. is very well taken. From’ the 
human standpoint, the importance of cor- 
rect diagnosis in simple goiter lies in the 
fact that we can assure the anxious mother 
of the harmlessness of the trouble and the 
needlessness of surgical treatment, unless 
the non-toxic goiter attains large propor- 
tions through colloid change, or for cosmetic 
reasons or because of pressure symptoms. 
Then surgical interference may be required. 
In contrast to the classification of the types 
of goiters given by Dr. Tiffin: 


Colloid Goiter 
Adenoma, without hyperthyroidism 
Adenoma, with hyperthyroidism 
Exophthalmic goiter 
Cretinism 
Myxedema 
Malignancy 
Anomalies 
I should like to read Riesman’s classifica- 
tion which he ventures as a purely clinical 
classification : 
Simple Goiter— 
Adolescent 
Endemic 
Sporadic 
Adenomatous 
Colloid 
Toxic Goiter— 
Adenomatous . 
Hyperplastic or Exophthalmic 
Granulomatous Goiter— 
Syphilis 
Tuberculosis 
Malignant Goiter 
Thyroiditis 
Hypothyroidism of mild type without 
myxedema 
Myxedma 
Cretinism 


The point made by Dr. Tiffin, that the 
medical treatment consists in: first, pre- 
vention; second, pre-operative treatment; 
and, third, post-operative treatment, is well 
taken. He tells us the patients should have 
this thoroughly placed in their minds, for 
the same etiological factors exist after oper- 
ation that existed before operation. He em- 
phasizes the fact that we must not permit 
the patient to consider the operation the 
final word on the subject, that patients and 
their friends should be carefully taught that 
they will be under the observance of the 
nhysician for years after the operation. 
Those of us away, from medical centers and 
the privilege of follow-up work, are so prone 
to dismiss the case after the operation and 
have no more of it, which is not good work 
and surely not fair to our patients or to the 
pride of our profession. 


In discussing the diagnosis of toxic goiter 
(adenomatous and exophthalmic) Riesman 
states that the cardinal symptoms, as they 
are called, are not always present in their 
totality. The goiter may be small, or it may 
be retrosternal and not visible. The eye 
signs are often not marked in toxic adeno- 
ma. Moreover, tremors and nervous eryth- 
ism are found in various forms of neurasthe- 
nia. The effort syndrome may closely re- 
semble toxic goiter. Another not infrequent 
mistake ig to interpret early tuberculosis as 
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exophthalmic goiter. The eyeballs are some- 
times very prominent in chronic glomerular 
nephritis, and might cause the latter to be 
mistaken for toxic goiter. The surest way 
to arrive at a correct diagnosis is by means 
of the basal metabolic rate, which in toxic 
goiter is practically always raised consid- 
erably above the normal. 


Riesman does not commit himself defi- 
nitely with regard to the unity or duality of 
toxic adenoma and exphthalmic goiter, but 
does point out that they do not differ to a 
greater degree than cases of exophthalmic 
goiter differ among themselves. Clinically 
certain interesting differences may be not- 
ed. Toxic adenoma usually develops after 
the fortieth year; exophthalmic goiter is 
more often a disease of earlier life. Muller’s 
experience in regard to the relation of toxic 
adenoma to certain cases of cardiac decom- 
pensation agrees with that of Riesman. A 
toxic adenoma, even if small, can produce 
marked cardiac symptoms: auricular fibril- 
lation, paroxysmal tachycardia, and even 
congestive heart failure; therefore, in every 
case of decompensation in which the usual 
causes are not in evidence, if there is rapid 
heart action and some exophthalmos, aden- 
omatous nodules should be looked for and a 
basal metabolism test made. Exophthalmos 
is less marked in adenoma than in exoph- 
thalmic goiter. Hypertension. which may 
occur in any form of hyperthyroidism, is 
probably more frequent in toxic adenoma 
than in exophthalmic goiter. While hyper- 
tension may accompany goiter, there is a 
condition in which hypertension is the out- 
standing or dominant feature, certain thy- 
rotoxic phenomena being added secondarily. 
The patients to whom Riesman refers are 
women at or past the menopause, without 
goiter, without definite exophthalmos, but 
suffering from tachycardia, at times from 
auricular fibrillation, and from tremor, ver- 
tigo and nervousness. The rise of blood- 
pressure, unlike that of exophthalmic goiter, 
affects both the systolic and the diastolic 
pressure. In these patients the syndrome 
has been of slow process, terminating either 
by cardiac decompensation or by apoplexy. 
He states that basal metabolic studies are 
needed in this form of hypertension with 
thyrotoxic feature. Another point which he 
mentions as of considerable importance in 
any distinction between toxic adenoma and 
exophthalmic goiter, is the effect of iodine 
medication. Iodine usually improves cases 
of exophthalmic goiter; it often makes toxic 
adenomas a great deal worse, and is even 
capable of whipping a nontoxic adenoma up 
to the point of toxicity. 


SOUTHWESTERN MEDICINE 


Struthers tells us the cause of goiter is 
unknown and therefore we have no specific 
treatment. He thinks simple endemic goiter, 
as of adolescence and pregnancy, could be 
treated medically. Colloid goiters may be 
cured by iodine or thyroxin, or if they be- 
come insistent or show pressure symptoms, 
should become surgical. The use of iodine in 
the treatment of toxic goiter occupies a con- 
spicuous place in the last year’s literature. 
Coller and Potter closely followed the basal 
metabolic rates of 128 cases of hyperplastic 
goiter and fifty of toxic adenoma and 
found that in 11.7 per cent of the former 
hyperplastic toxic goiter there was no drop 
in the basal metabolic rate, while in the lat- 
ter forty-six per cent of the cases did show 
a decline in the basal metabolism under uni- 
form iodine administration. Their conclu 
sions were that one cannot prophesy what 
the reaction to iodine will be in adenomas 
but they recommended its use in all cases of 
toxic goiter pre-operatively. Jackson feels 
that, if iodine has not proved beneficial in 
cases of hyperplastic toxic goiter, there has 
been an error in diagnosis or in its use. He 
says that the reaction of toxic goiter ade- 
noma is variable, with some being made de- 
cidedly worse by iodine. He warns against 
the use of iodine in non-toxic cases, calling 
attention to the fact that several hundred 
cases of so-alled iodine hyperthyroidism 
have been reported in the literature, includ- 
ing three fatal cases which he saw. Iodine 
should not be used indiscriminately, either 
in large amounts or over long periods of 
time, by persons with adenomatous goiters. 
He gives his patients large doses pre-oper- 
atively—up to sixty minims daily—increas- 
ing it to twice that amount the day of, and 
the day following, operation. . 


Rose is of the opinion that medical treat- 
ment is inferior to surgery and irradiation, 
but states that medical supervision in as- 
sociation with surgery or irradiation ther- 
apy is of the greatest importance. Radio- 
therapy can be used in mild cases or in the 
patients who are poor surgical risks, with 
the idea of operation later if advisable. In 
the adenomatous goiter, cases of hyperthy- 
roidism with visceral complications and 
those cases which have not responded to 
radio therapy, he advocates surgical treat- 
ment. The disadvantages of surgery are 
the immediate mortality and the occurrence 
of post-operative accidents and complica- 
tions. Long-continued hyperthyroidism 
should be avoided, as the time element is 
now the most influential factor in the mor- 
tality rate; the casualties are practically 
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confined to those in whom the disease has 


existed for a year or longer. 

Dr. Tiffin tells us the adenomatous goiter 
is commonly causing trouble years before it 
is so recognized—it is a condition with 
which the patient is born; that it commonly 
hecomes pronounced at puberty; that it 
should be treated medically during the ado- 
lescent years, and surgery is advocated af- 
ter adult life is reached in all cases when 
there is any pronounced adenomatous tissue 
remaining. Certainly these ideas are logical 
and it is advice worth keeping in mind in 
thyroid work. I was surprised also with 
the point he made that exophthalmic goiter 
has as one of its causes, hypothyroidism, 
and, in the organism’s desire to compensate, 
the hyperplasia of exophthalmic goiter de- 
velops. Thus, these cases, when seen early, 
will show a minus basal metabolic rate, and 
it is in these early cases that medical treat- 
ment can prevent exophthalmic goiter. 


Lahey well describes the crisis of hyper- 
plastic toxic goiter. He recognizes the im- 
pending crisis by increasing toxicity of the 
patient—an increase in pulse rate, increased 
excitability, lessened emotional control and 
over-activation. He states that this should 
ba treated as an emergency, just as diabetic 
coma should be treated as emergency. The 
actual crisis is usually ushered in with an 
attack of diarrhea and vomiting, further in- 
crease in pulse rate, sweating, restlessness 
and fever. In treatment of these crises, he 
vives Lugol’s solution in 20 minim doses, 
fluids, glucose and mornhine. These patients 
should be operated unon after they have re- 
covered from crisis. In favorable cases, the 
improvement occurs in from twelve to 
eighteen hours after beginning treatment. 

An interesting phase of thvroid vathology 
which T had not recornized or had imovress- 
ed upon me before. is that of acute thvroidi- 
tis. This is an infrequent condition, but 
occurs more often than T think most of us 
realize and is recognized as a clinical entity. 
Burbohus. in an interesting article nublished 
in Surgery. Gvnecoloev and Obstetrics last 
vear. reviews sixtv-seven cases which he col- 
lected in literature durin the past ten 
vears. The disease is characterized by: (1) 
nain over the thvroid: (2) swelling or tumor 
formation over the thvroid: (3) tenderness 
over the gland; (4) fever. The mortality is 
11.4 per cent. Those cases which do not 
eo on to suvpuration are not nearly so dan- 
verous as those that do. because of the oc- 
currence of complications from the exten- 
sion of the sunnuration. If sunpuration does 
eecur, prompt incision and drainage is the 
hest treatment, this through a collar incis- 
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ion—the thyroid exposed and the abscess in 
the gland opened and drained. 

Foss, in an article in the Atlantic Medi- 
cal Journal, summarized his views and those 
of other leading surgeons as to the _treat- 
ment of goiter. It impressed me and I'll give 
it to you in the abstract: 

1. “The colloid, so-called adolescent goi- 
ter of young people, is not a surgical con- 
dition, and the treatment of patients with 
this type of gland had far better be left to 
the internist. 

2. “Adenomas in young patients under 
the twentieth year may, with safety, be 
watched, although adenomas persisting af- 
ter this time should be removed, if only as 
a prophylactic measure, for many will ulti- 
mately be accompanied by hyperthyroidism 
and a certain percentage will become carci- 
nomatous. 

3. “Adenomatous goiters which have al- 
ready produced toxemia should be removed 
usually by the operation of bilateral sub- 
total thyroidectomy. The problem, however, 
is then far more difficult than it would have 
been had the operation been performed prior 
to the development of systemic symptoms. 


4. “The hyperplastic, or true exophthal- 
mic, goiter is a case unto itself, as a rule 
occurring in vounger patients and with 
somewhat different neurological and cardio- 
vascular manifestations than is the case 
with the toxic adenoma. The problem nev- 
ertheless is similar and the treatment ulti- 
mately the same. Whether we accept Plum- 
mer’s hypothesis. that exophthalmic goiter 
and toxic adenoma are senarate and distinct 
diseases, or are of the opinion that we are 
confronted merelv bv “clinical variations of 
a single morbid state.” as claimed by Gra- 
ham, the treatment does not vary, although 
its application is along somewhat different 
lines. 

5. “Iodine has a definite place in the 
rrovhylactic treatment of adolescent goiter. 
In the hands of the experienced professional 
man it is of great value when given imme- 
diately before and avain after surgical ex- 
cision of the gland. In the hands of the 
lavman it is proving an uncertain and dan- 
gerous agent. 


6. “The complexities of the goiter prob- 
lem make it not onlv desirable, but quite es- 
sential, that the raticnt come under the ob- 
servation of a groun trained in the handling 
of this disease, the so-called thyroid clinic, 
in which the surgeon nlavys an important 
role but one of no greater importance than 
that taken by the cardiologist and the labo- 
ratory worker. 
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MALIGNANT TUMORS OF THE 
THYROID, WITH REPORT 
OF THE CASE 


E. PAYNE PALMER, M.D., F.A.C.S. 
Phoenix, Arizona 


(Discussion before the thirty-ninth annual meet- 
ing of the Arizona State Medical Association, held 
at Phoenix, Arizona, April 24 to 26, 1930.) 

Malignant tumors of the thyroid are di- 
vided into two classes: carcinoma—those 
having their origin in the epiblast, and sar- 
coma—those having their origin in the mes- 
oblast. The former are much more frequent 
than the latter. Some well known authori- 
ties deny that sarcoma of the tyroid ever 
occurs in man. 


Malienant tumors of the thyroid gland are 
not so rare as suprosed. I have seen three 
cases during the past month. It is estimat- 
ed to be between 0.5 and two per cent of 
their total number, one to five per cent of all 
goiters operated are malignant. They are 
more frequent in women than men, two to 
one. L. B. Wilson states that malignancy of 
the thyroid occurs in this country once in 
every 928 autonsies. Eighty to ninety per 
cent of the cases of malignancy occur in 
clinically benign tumors that have existed 
from one to fifteen vears. The age of re- 
ported cases varies between fifteen and 
eighty-two years. Wilson believes that 
many of the cases start as adenoma in the 
third decade and progress very slowly. 
Most common in the fourth, fifth and sixth 
decade. It occurs most frequently in fetal 
adenoma. Therefore adenoma of the thyroid 
must be considered a precancerous lesion. 
The structure function and reaction to phy- 
siological and pathological processes make 
the thyroid gland inherently susceptible to 
malignant changes. 


No one. not even the great masters of the 
thyroid tumors, can predict that a certain 
tumor will or will not become malignant. 
Certain prodromal symptoms are to be look- 
ed for. The rapid increase of growth and 
firmness of a long-standing goiter, the slow 
continuous growth of a nodular goiter, are 
suggestive of malignancy. Hemorrhage, 
causin? a sudden enlargement, should make 
one suspicious. Pain, hoarseness and diffi- 
cult breathing are late symptoms. Basal 
metabolism is usually normal but may vary 
either above or below normal. Most diffi- 
cult is the differential diagnosis between in- 
flammation and malignancy of the thyroid. 
The induration and fixation by adhesions oc- 
cur in both. In the inflammatory process 
there are usually constitutional signs of in- 
fection and the leukocyte count and differ- 
ential will assist in a diagnosis. When the 
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two conditions exist at the same time there 
is no way to make a correct diagnosis. 

One of the peculiarities of malignancy of 
the thyroid is that it frequently produces 
distant metastases without local signs of 
malignancy in the thyroid. These cases 
metastasize through the blood stream. I saw 
such a case last year, in which there was a 
general carcinomatosis. 

The difficulty of recognizing early malig- 
nancy in tumors of the thyroid before or at 
operation and the difficulty of determining 
when an apparently benign thyroid tumor is 
histologically an early malignancy, is the 
strongest reason for the surgical treatment 
of goiter. In order to reduce the mortality 
in thyroid malignancy, practice the removal 
of the premalignant adenoma in all patients 
over thirty years of age. The retention of 
an adenomatous goiter entails a certain risk 
of malignancy. The surgical treatment of 
goiter excels any other forms of treatment. 
The danger in tumors of the thyroid gland 
is not in surgical treatment, by men thor- 
oughly trained in this branch of surgery, 
but in allowing the diseased gland to re- 
main. 


If operation is to be curative, it must be 
before the neoplasm has spread outside the 
capsule. At operation one recognizes the 
condition by the loss of the cleavage planes, 
the tissues are adherent and can not be sep- 
arated. In cases where there is a suspicion 
of malignancy, frozen tissue sections should 
be made at the time of operation. 

In case of malignancy ‘the entire lobe 
should be removed and, if discovered in both 
lobes, then a complete thyroidectomy must 
be resorted to, leaving only the posterior 
portion of the capsule in order to protect the 
recurrent laryngeal and parathyroids. Sur- 
gical treatment of the clinically malignant 
goit-r is usually unsuccessful. 


When a clinical diagnosis of malignancy 


can be made, no operation § should be at- 
tempted, but instead radiation should be 
used. After operation in which malignancy 
has been discovered, radiation should be 
used. Primary tumors are more responsive 
than metastases to the x-ray. 


Every physician should bear in mind the 
possibility of cancer in every case of tumor 
of the thyroid. The resvonsibility of these 
cases rests with the medical attendant who 
first sees the case and treats jt for months 
or years and not with the surgeon who sees 
the case when a diagnosis can be made. 
Watchful waiting and expectant treatment 
have no place when there is a possibility of 
malignancy. 
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CASE HISTORY 

Mrs. A. Me. C., age 77. 

Family History: Father died at advanced age, 
cause of death unknown. Mother died at advanced 
age, of tumor. Does not think it was cancer. One 
brother living, 70 years of age, in good health 
other than having a hernia. One sister living, 75 
years of age and in good health. Several sisters 
dead; unable to give cause of death. No history 
of tuberculosis or carcinoma in the family. 

Personal History: Patient consulted me because 
of swelling in the neck. She had some difficulty 
in swallowing. Could not give much information as 
to the time she first noticed swelling in neck but 
believes it has been going on for many years. Has 
been gradually getting larger; has caused no ac- 
tual discomfort other than some difficulty in swal- 
lowing at times. During past three months con- 
dition in neck has increased in size rapidly and. 
has caused pain and tenderness. She consulted a 
physician who made a diagnosis of carcinoma. Pa- 
tient has had all of the usual diseases of child- 
hood; had influenza two or three times. With the 
exception of the above she stated she had never 
been ill up to the time that she had menopause, 
which occurred at 49. Since that time she has had 
oceasional periods of loss of consciousness of short 
duration. These attacks probably come on on an 
average of one or two a year. Has had four chil- 
dren and states that all deliveries were normal. Un- 
til recently her appetite has been good. Was con- 
stipated, taking laxative daily. 

Physical Examination: Patient has expression of 
pain. Neck held rigid. Pupils react to light and 
accommodation, no mastoid tenderness, no dis- 
charge from ears. Teeth were in bad condition. 
Tongue was furred and dry, tonsils atrophic. There 
was a marked enlargement of entire side of neck 
over which the skin was very red. The entire area 
was indurated, with fluctuation at the right of the 
middle in the lower portion of the neck and internal 
to and paralleling the upper third of the sterno- 
mastoid muscle. The two fluctuation areas did not 
seem to connect. There was an induration at the 
left side, of the middle of the neck anterior to the 
sterno-mastoid muscle. There was extreme tender- 

ness over the enire side of the neck. Thyryoid 
gland could not be outlined on the right side. The 
indurated area on the left side corresponded to the 
left lobe of the thyroid. Her heart and lungs wre 
normal for one of her age. Abdominal findings nor- 
mal. Blood pressure 128/80. White blood count 
was 11,200; hemoglobin 70 per cent; polys 75 per 
cent; trans 3 per cent. 

Urine: color amber; reaction acid; specific grav- 
ity 1.015; albumen positive; sugar negative; 5 to 10 
pus cells per field; 1 to 3 blood cells per field. 


After physical examination, a working diagnosis 
was made of suppuration of the right lobe of the 
thyroid and right cervical glands, with a provisional 
diagnosis of carcinoma, since a diagnosis of car- 
cinoma of the thyroid was made by a good sur- 
geon prior to her coming under my observation. The 
findings are indicative of an inflammatory pro- 
cess and with a temperature rise of three degrees, 
which was present at three p.m. at the time of my 
examination, it was my opinion that the condition 
was inflammatory and probably complicated by 
malignancy. 


Because of the acute inflammatory process, ether 
was decided upon as the best anesthetic. A four- 
inch collar incision was made two finger-breadths 
above the costal-sternal articulation, through the 
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skin and platysma. The center of this incision was 
over the lower fluctuation area. The upper flap was 
dissected upward. The muscles over the fluctua- 
tion area were split longitudinally and the capsule 
of the right lobe of the thyroid exposed. The line 
of cleavage between the tissues was obliterated. 
The capsule of the right lobe of the thyroid was 
opened and about two ounces of yellow creamy pus 
was liberated. The right lobe of the thyroid was 
enlarged, irregular in outline, the anatomical char- 
acteristic being destroyed. The lobe was almost 
free in the capsule. There was a slight attachment 
at the upper pole. The lobe was lifted out of the 
capsule, double clamped and cut between clamps. 
The tissue beyond the proximal clamp was then 
ligated. There was practically no bleeding. The 
isthmus and the left lobe of the thyroid were indu- 
rated and adherent to the adjacent structure. There 
was no fluctuation area in either the isthmus or 
left lobe. A blunt forceps was driven through the 
depth of the incision and external to the capsule 
of the thyroid into the fluctuation area paralleling 
the upper third of the sterno-mastoid muscle. About 
two ounces of pus was liberated from this cavity. 
The forceps was opened and withdrawn, enlarging 
the opening. The right index finger was introduced 
into the cavity and three or four large cervical 
glands were found free within this cavity. These 
were removed. The puncture wound was made into 
the skin and platysma immediately above the ster- 
nal notch. Iodoform gauze was packed in both ab- 
cess cavities and a drainage tube was inserted into 
each cavity and these were brought through the 
puncture wound. The split muscles were closed with 
number one plain catgut. The platysma and subcu- 
taneous tissue were brought together with the 
same material and clips were used to approximate 
the skin. 

The patient left the operating table in good con- 
dition and made satisfactory progress. The wound 
drained very freely. The drainage tubes were re- 
moved forty-eight hours after the operation and 
a portion of the iodoform gauze was also removed 
at this time. The remaining portion of the gauze 
was removed two days later. The original wound 
healed without suppuration. The patient was up on 
the fifth day and left the hospital on the tenth day 
with but little drainage from the wound. A culture 
of the pus removed at operation did not show any 
growth. 

Pathologist’s Report: Thyroid gland-section 
shows involvement of the new growt made up of 
atypical epithlium arranged in irregular gland- 
like formation, evidently an adeno-carcinoma. 


NOTE: At the time the patient left the hospital, 
most of the swelling and a great deal of the indu- 
ration of the neck had disappeared. X-ray treat- 
ment was instituted which consisted of 600 milli- 
ampere-minutes, distributed evenly between the two 
lobes of the thyroid, partly at 135 kilvolts and 
partly at 175 kilovolts. Treatment delivered 125 
per cent of erythema dose into substance of thy- 
roid. 


The prognosis in this case is extremely grave as 
the malignancy has, no doubt, extended beyond the 
capsule and into the adjacent structure. This case 
demonstrates the urgency of early surgical treat- 
ment of goiter and difficulties that are encountered 
in making a differential diagnosis of malignancy. 
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REPORT OF A CASE OF MITRAL STEN- 
OSIS WITH UNUSUAL CLINICAL 
MANIFESTATIONS 


JOHN E. MORRISON, M. D. 
El Paso, Texas 


(Presented at the Staff Meeting of the El Paso 
City-County Hospital, for May, 1930). 

Mexican, male, age 21, admitted to the hospital 
January 28, 1930. 

Chief Complaint: Shortness of breath, cough, 

swelling of entire body, most pronounced in feet 
and legs. 
The present illness dates from five months pre- 
vious to admission. At that time patient began to 
get short of breath, heart palpitated on exertion, 
and feet and ankles began to swell, developed a 
cough. Condition gradually became worse until he 
was confined to bed. Admitted to hospital on a 
stretcher. 

Past History: Occupation, laborer; has used alco- 
hol and tobacco in moderation; usual diseases of 
childhood; no history of venereal infection; no his- 
tory suggestive of a rheumatic fever; apparently 
in good health previous to onset of present illness. 

Family History: Of no consequence. 

Examination: Well developed, well nourished, 
adult male, Mexican, acutely ill, coughing and 
having considerable respiratory distress; pupils un- 
equal and react sluggishly to light; respiration 
rapid; moist rales throughout both lungs; no evi- 
dence of pleural effusion. Some enlargement of 
the left ventricle; arch of aorta apparently of nor- 
mal width; no murmurs heard; rate regular, 84; 
blood pressure 112/82. Evidence of fluid in abdom- 
‘nal cavity. Liver dullness extends three fingers 
breadth below the costal margin; marked edema of 
feet and legs, back and lower abdominal wall. Knee 
jerks absent, reflexes otherwise normal. 

Laboratory Reports: Urine on admission showed 
heavy trace of albumin; no casts; 1,028. Later ex- 
aminations of the urine showed no albumin; urine 
essentially negative; N. P. N. of blood 23 mgm. 
Blood Wassermann negative. Sp. fluid negative. 

X-ray by Dr. Turner on February 20th showed 
heart shadow much larger than normal, and rath- 
er dense, fibrous infiltration of upper lobe of right 
lung. 

With rest in bed, restriction of fluid, active cath- 
arsis and digitalis, patient improved considerably, 
and on February 27th was transferred to the old 
men’s ward. During his stay on the medical ser- 
vice, he had been free of temperature, respiration 
from 18 to 24, pulse varying from 80 to 110, on one 
occasion reaching 124. No irregularity of pulse re- 
corded. 

Patient did not do well in the old men’s ward, 
and after twelve days was readmitted to the medi- 
cal service with a badly decompensating heart. At 
this time he was cyanotic, short of breath and in 
great distress. There was marked edema of low- 
er extremities, back and lower abdominal wall, 
marked ascites, enlarged liver, moist rales through- 
out bases of both lungs; heart dullness extended to 
the anterior axillary line and there was a blowing 
systolic murmur heard best just to the left of the 
ensiform cartilage. The pulse was regular, small 
volume and about 98. Blood pressure 108/84. 

Patient was given digitalis, ammonium chloride, 
and salyrgan intravenously together with other 
measures to relieve the edema. He did not respond 
to treatment, his condition becoming progressively 
worse, and he began to have hemoptysis. Another 
blood Wassermann taken at this time was 4 plus, 


and small doses of sulpharsphenamine were given. 
The systolic murmur heard to the left of the ensi- 
form cartilage was first heard as a very faint, soft 
blowing murmur, barely audible. It developed in a 
few weeks time into a very loud, harsh murmur, 
unaccompanied by a thrill. At no time was there a 
diastolic murmur heard nor any murmur at the 
apex. 

Patient died April 23rd, about three months after 
admission to hospital, and about eight months after 
the onset of his symptoms. 

Diagnosis: 
1. Myocardial failure. 
2.. Chronic passive congestion of lungs, liver 
spleen and other viscera 
3. Pleural effusion 
4. Acites 

As to what caused the myocardial failure, we 
were unable to say. His age and the low pulse 
pressure suggested a rheumatic heart with a mitral 
lesion. On the other hand, absence of a rheumat- 
ic history, a greatly hypertrophied heart and a 4- 
plus Wassermann indicated a syphilitic condition. 
The murmurs heard did not appear to be due either 
to a mitral or an aortic lesion, but were probably 
due to tricuspid insufficiency resulting from the 
marked dilatation of the right ventricle. 

Pathological Report by Dr. J. Mott Rawlings 

The body is that of a well developed, well nour- 
ished Mexican man, which is fairly edematous es- 
pecially in the scrotum and in the dependent parts. 
Marked pitting and edema is here present. Eyes 
are rather full and prominent. The body has been 
injected prior to the examination. No unusual 
merks are seen on the body, except there is a 
tatoo mark over flexor surface of left arm. 

The usual Y-shaped incision is made and we 
discover a very moderate amount of fat over thor- 
acic and abdominal regions, measuring about 1 cm. 
in thickness. The muscles are of good color and 
well developed. The peritoneum is opened and 
found to be smooth and shining, and clear straw- 
colored fluid is found in the peritoneal cavity. The 
abdominal contents are next inspected. The liver 
is found a full hand’s breadth below right costal 
margin in the mid-clavicular line. It has a typical 
nutmeg appearance and the color varies from a 
redd‘sh brown to a grey. In the right upper quad- 
rant a slight amount of coagulated ascitic fluid is 


- discovered. The visceral peritoneum is everywhere 


quite smooth and clear and the entire wall of the 
gut appears to be somewhat thickened. The spleen 
is large and hard and has a few adhesions over its 
lateral surface. The pelvic viscera show nothing 
unusual. 

The right pleural cavity is filled with clear straw 
colored fluid, and covering the visceral pleura is a 
fibrinous material which can readily be brought 
out into strings. The left pleural cavity is next 
examined, and a large amount of straw colored 
fluid is likewise seen which fills approximately the 
lower half of the chest in the supine position. The 
visceral pleura is similar to that of the right, being 
covered by @ fibrinous exudate only to a lesser de- 
gree. The heart is found on palpation to be very 
soft, and the right auricle dilated, the entire width 
of the heart in the transverse position being about 
17 cm. and the height being 13 cm. The outer sur- 
face of the pericardium is greatly reddened and in- 
jected, and there is an excess of fat present. An 
excess of pericardial fluid is found. This fluid is 
clear and straw colored and is estimated to meas- 
ure about 75 ¢.c. The heart is next examined in 
situ. The right auricle is greatly dilated and quite 
thin. The right heart is hypertrophied and in its 


SOUTHWESTERN MEDICINE 


> 
co 


iven. 
ensi- 
soft 
ina 
mur, 
re a 

the 


fter 
fter 


ver 


ral 
at- 


AUGUST, 1930 


atrial division is- somewhat dilated. The left ven- 
tricle is quite firm to touch and the visceral peri- 
cardium is of a rather reddish hue. The very apex 
anteriorly of the left side feels quite soft. No other 
areas of definite softening can be made out in this 
left side. The left auricle shows no remarkable 
hypertrophy or dilatation. The pulmonic artery is 
next inspected for presence of emboli. Nothing but 
a post mortem clot is here discovered. The heart 
is next removed from the body cavity and is opened 
up following the course of the blood stream. In- 
spection of the heart reveals chiefly a tremen- 
dously dilated and thinned auricular wall on the 
right side. The tricuspid valve is markedly dilated 
and before cut would easily admit passage of all 
four fingers. The valve edge is thin and to all 
purposes it is felt that this valve is incompletely 
closed and gives the insufficiency of this valve. The 
ventricular cavity is next inspected and found to 
be greatly dilated. The pulmonic artery inferior to 
the valve is hugely dilated, showing evidence of 
pressure in the pulmonic circulation. The width 
of the wall of the right ventricle is 1 ¢ ¢. in its 
widest portion, thus illustrating hypertrophy and 
dilatation of the right side of the heart. The pul- 
monic valves are all well formed and delicate and 
sd far as can be told from examination are compe- 
tent. The left auricle is next inspected. Here we 
find a comparatively dilated chamber but not as 
large as that found on the right side, though this 
left chamber is somewhat larger than normal. Com- 
parison of the endocardium of the right and left 
sides, show the endocardium of the left side is 
whiter, rougher and thicker than normal. Closer 
inspection reveals an irregular fibrosis of the wall, 
especally in the posterior aspect above the poster- 
ior mitral lesion. Inspection of the mitral valve 
next shows us a complete stenosis. The edges are 
hard and the opening measures in a curved circle 
3 em. in length by % ecm. in width. Closer inspec- 
tion reveals what might be vegetations at either 
end of the semi-circular orifice. Inspection of the 
valve from below shows a completely rigid opening 
which can not possibly close. Examination of all 
of the chordae tendinae show that they are prac- 
tically non-existent and coalesce in thick heavy 
sclerotic masses which join up on either side as 
strong pillars. Inspection of the very apical portion 
of the left ventricle shows the myocardium is 
thinned out to a negligible quantity at one point. 
However, on either side of this the muscle is fairly 
thick although its firmness is rather doubtful. The 
trabeculae are markedly thinned and compressed 
against the apex of the wall. There is no dilation 
of this left ventricle but there is an hypertrophy. 
The wall of this ventricle measures 1 cm. in 
width. The aortic valves are a little thickened, 
otherwise they are apparently competent. Tjhe 
orifices of the coronaries are inspected and the left 
one seems to be quite normal. The ascending 
branch of the coronary appears to be of good 
width. The left circumflex of the coronary shows 
walls a little thickened. The right coronary is 
likewise opened up throughout its extent and shows 
a slight thickening of its wall but no narrowing of 
the lumen. Close inspection of the first portion of 
the aorta reveals no suspicion of luetic involvement. 
In summary of the heart, we have an old rheu- 
matic mitral stenosis and insufficiency with dila- 
tation of the right and left auricle, particularly the 
former, and a marked relative tricuspid insuffi- 
ciency. Associated with this there is a dilatation of 
both ventricles and slight thinning of right ventri- 
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cular apex. No evidence of lues is found grossly 
in the heart. 

The left lung is markedly compressed and bog- 
gy and is covered throughout its entire visceral 
pleura by tiny threads of fibrinous exudate. The 
left lower bronchus is opened up and shows a 
great deal of reddening of this tube. The pulmonic 
surface is thick and soft and presents a bright 
red appearance which is quite in keeping with a 
long standing passive congestion. The lung has a 
rather fibrous appearance to it. Going back to 
the heart, we find a very small thrombus at the 
right auricular appendage. The right lung is very 
heavy and hard and infarcts are found in several 
places. An old calcified node is found at the hilus 
situated laterally to the bronchi. This lung when 
opened up cuts like fibrous tissue and practically 
no air containing tissue is present. On the con- 
trary the surface is meaty and of a consistency 
similar to that of the liver. This consistency is 
maintained through all the lobes on the right side. 
In the superior aspect of the upper lobe quite a 
large infarct is found. It is soft and of deep red 
color at the top and more purplish red at the base. 
There is a deep reddish black color over the surface 
covering an area which is very soft. Inspection of 
the pulmonic artery shows a very definite pucker- 
ing and thickening of its wall. 


The spleen is large, hard, firm and typically the 
picture of long standing passive congestion. 


The liver is very large and heavy. It has the 
typical nutmeg appearance externally. The capsule 
is somewhat wrinkled. Inspection of the left lobe 
of the liver reveals an appearance which is quite 
interesting. There is very little true hepatic sub- 
stance left. This same appearance persists through 
all the lobes. We see a great loss of hepatic tissue 
and replacement by either fat or connective tissue. 
This latter is represented by areas of white with 
raised edges, while the true hepatic substance is 
found in the more depressed parts, is of a brown 
color and irregular in outline. The picture is in 
keeping with an extreme degree of chronic passive 
congestion and one of long duration. 

The right adrenal shows an occurrence of adeno- 
mata throughout its cortex. The left adrenal shows 
the same appearance. 

The left kidney is very large, is extremely firm 
and its capsule is markedly edematous. Tenseness 
of this organ is most striking. On section we found 
the capsule strips readily leaving behind a smooth 
even surface. The cortex is rather well defined but 
of a deep grey-reddish color. The appearance is 
similar to that of marked chronic passive conges- 
tion. On closer inspection it might be said that a 
few of the glomeruli are slightly more prominent 
than normal. The parenchyma shows nothing un- 
usual on numerous cross sections. The right kid- 


‘ney is practically the same as the left. 


The gastro-intestinal tract is not opened up and 
reveals externally nothing of great interest. The 
bowel wall is greatly thickened and hypertrophied. 
The pylorus is well formed. The gastric mucosa is 
a little reddened and hyperemic in numerous places. 
This congestion is most marked in the cardiac re- 
gion. The appendix is free. The ascending colon 
shows no pathology. Transverse and descending 
colon are essentially normal to external appearance. 
The small bowel shows a thickened wall, otherwise 
no pathology is noted. 

The bladder has a slightly thicker wall than nor- 
mal. The prostate is not enlarged. The scrotum is 
greatly distended with fluid. 
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In summary we have primarily a rheumatic mi- 
tral heart disease with mitral stenosis and insuf- 
ficiency causing relative tricuspid insufficiency and 
extreme right auricular dilatation. There is also 
relative right and left ventricular dilatation and hy- 
pertrophy. There is some thinning of left ventricu- 
lar apex and the right auricular wall is thickened 
and puckered, giving evidence of a chronic rheu- 
matic lesion. Consistent with this picture is extreme 
passive congestion of the lungs showing markedly 
fibrotic changes and numerous infarcts, source of 
the infarcts being found in the right auricular ap- 
pendage. The liver is largely replaced by fat and 
connective tissue and the spleen is typically hard 
and firm as found in chronic passive congestion. 
The kidneys show no pathology except chronic pas- 
sive congestion. 


Diagnosis: 1. Rheumatic heart disease with mi- 
tral stenosis and insufficiency. 

2. Chronic passive congestion all viscera. 

3. Fibrosis of lungs. 

4. Pulmonary infarcts. 

5. Pleural effusion and ascites. 


DISCUSSION by DR. G. WERLEY 


When I first saw him I suspected that he was 
syphilitic. The heart was hypertrophied and dilat- 
ed without apparent cause. One pupil was larger 
than the other. No murmurs were made out. The 
aorta was not dilated. There was persistent edema 
and ascites. Digitalis failed to slow the pulse or 
produce diuresis and other diuretics including the- 
ocin and salyrgan were without result. 


Later there was a marked systolic murmur at 
the apex, and finally a positive Wassermann; this 
seemed to confirm the idea of a syphilitic heart. 
However the case remained a puzzle. 


I was not prepared for the- post mortem findings. 


On careful examination of the specimen one finds 
a number of interesting facts: 


(1) All four chambers of the heart are hyper- 
trophied and much dilated. 


(2) The left ventricle is much larger than we 
find with simple mitral stenosis. 


(3) The aorta is narrow, only measuring 5.5 cm. 
in circumference. 


(4) The mitral orifice lies against the left ven- 
tricular wall. There are practically no chordae ten- 
dinae. 


This is not the picture of a rheumatic heart with 
mitral stenosis. The hypoplastic aorta points to a 
congenital condition, as does the peculiar structure 
of the mitral orifice. 

In pure rheumatic mitral stenosis we have a small 
left ventricle with dilatation of both auricles. The 
small aorta I think in this case, accounts for the 
large left ventricle, causing increased work. 


Furthermore, valvular disease due to rheumatism 
practically always responds to treatment. This did 
not respond in the least. 

The presystolic or diastolic rumble is almost in- 
variably present in rheumatic mitral stenosis. No 
such murmur was found in this case. 


The evidence for congenital mitral stenosis of un- 
known origin seems to me to be quite convincing. 
Ashoff bodies were not investigated. 
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FOUR MONTHS’ DYSPNEA WITHOUT 
EVIDENT HEART FAILURE 


Case 14141, Case Records of Massachusetts Gen- 
eral Hospital, from New Eng. Jour. of Med., May 
12, 1928, p. 767). 


CASE HISTORY 


An Italian laborer thirty-six years old entered 
January 5 complaining of dyspnea of four months’ 
duration. He spoke very poor English and often 
contradicted himself. The history is incomplete 
and unreliable. 


He had always had “asthma,” worse in winter 
and aggravated by frequent winter colds. Further 
details were not obtainable. The asthma was ap- 
parently paroxysmal dyspnea with a good deal of 
coughing. Since August he had had a cough which 
had grown steadily worse, with ten to fifteen 
ounces of sputum daily, white or yellowish, oc- 
casionally foul, twice bloody. He had never been 
incapacitated by his asthma until four months be- 
fore admission. With the onset of marked dyspnea 
at that time his face was swollen for several days. 
The dyspnea had increased, though at times he felt 
better. Since the onset he had steadily lost strength 
and six pounds in weight. He had had trouble in 
sleeping, whether due to orthopnea was question- 
able. He had not worked outside his own house 
since October 1, partly because of lack of work. Be- 
ginning in the middle of October he had frequent 
headaches and attacks of dizziness coming in two- 
week periods with remissions of a week or two. For 
the past month he had had none. Since November 
1 he had been unable to work at all on account of 
dyspnea. For three months he had urinated twice 
at night. During the past month he had had oc- 
casional diplopia. During the past three weeks his 
legs and feet had been swollen two or three times. 
For two weeks he had been in bed on account of 
dyspnea, cough and edema. Recently his stools 
had been black. A day or two before admission he 
vomited. 


Clinical examination showed a fairly well de- 
veloped and nourished man, very dyspneic and 
wheezing. Face and lips extremely cyanotic, almost 
black. Face slightly puffy. Barrel chest. Expan- 
sion poor. Lungs: Sibilant rales over right chest 
anteriorly. Diminished tactile fremitus and breath 
sounds without bronchial breathing anteriorly and 
posteriorly on right side. Numerous medium and 
moist rales at bases anteriorly and_ posteriorly. 
Apex impulse of the heart felt in the fifth space 7.5 
centimeters from midsternum, one centimeter inside 
the midclavicular line. Action regular. Rate 110.- 
Right border of dullness 2 centimeters, supracardiac 
dullness 5. Sounds of good quality. Pulmonic 
second sound accentuated. No murmurs. Pulses 
and blood pressure normal. Artery walls not thick- 


‘ened. Brachials tortuous. An_ electrocardiogram 


showed well marked right axis deviation, normal 
rhythm, rate 120. Abdomen tense, distended, tym- 
panitic. Palpation unsatisfactory. Marked pitting 
edema of the shins and ankles. Pupils and reflexes 
normal. Vessels of fundi somewhat tortuous. 


Amount of urine normal, specific gravity 1.020 to 
1.032, a very slight trace of albumin at all of 
three examinations, rare to occasional leukocytes, 
occasional red cells, and rare to many granular 
casts in the sediment of two specimens. Renal func- 
tion 40 per cent. Blood: hemoglobin 90 to 100 per 
cent, 12,000 to 10,000 leukocytes, 65 per cent. 
polymorphonuclears, over 6,500,000 reds at two 
counts, slight variation in size and _ shape, some 
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achromia, platelets large and increased in num- 
bers. Wassermann negative. Non-protein nitrogen 
41. Sputum purulent, foul at one of two examina- 
tions, blood at one, no tubercle bacilli. Stool nega- 
tive. 

X-ray examination showed the heart shadow con- 
siderably increased in size in all diameters, suggest- 
ing an enlarged and dilated heart. The hilus shadow 
showed increase in size and density. Both lung 
fields were less than normally radiant. The outline 
of the diphragm was indistinct on the left. 

Temperature 100.8° to 99°, rectal. Pulse 101 to 
132. Respirations 24 to 36. 

Until January 9 the condition was practically 
stationary. The patient was dyspneic and uncom- 
fortable, but the condition did not appear to be at 
all critical. Janary 7 the visiting physician found 
an enlarged liver. - 

January 9 the patient suddenly had extreme diffi- 
culty in breathing, marked cyanosis and feeble 
pulse. He was unresponsive, with rolling eyes. The 
systolic biood pressure was a weak 60, the diastolic 
not obtained. The heart action was rapid, the 
sounds of fair quality. Both lungs were full of 
moist rales and rhonchi. The breath sounds showed 
little air entering the lungs. Expiration was dif- 
ficult. The patient was given ten grains of caffein 
and two doses of ten minims of adrenalin. The 
systolic blood pressure rose to 95, the diastolic to 
7d. Because of the high red count venesection was 
done, but only 200 cubic centimeters was withdrawn 
with difficulty and with no apparent relief of the 
dyspnea or cyanosis. Oxygen by nasal catheter 
gave little relief. The lungs showed less moisture, 
though the breathing was no less labored and no 
more air entered than before. He continued unre- 
sponsive for two hours, with no change in the lung 
condition, though the heart action became rapid 
and strong, with blood pressure 95/75. He showed 
no further response to medication and died a 
respiratory death five hours and a half after the 
onset of the attack. 


Discussion of this case before the Clinical 
Club of Phoenix, at their regular Monday 
noon Juncheon meeting, as follows: 


DR. VICTOR RANDOLPH 

The outstanding complaint of this patient was 
“asthma” of many years, standing we are told. For 
tour months he had had cough and expectoration 
ot a large amours of sputum, increased dyspnea, 
weakness and slight loss in weight. To these gen- 
eral symptoms are added swelling of the face four 
months before admission, insomnia, periods of 
headache and dizziness ending a month before ad- 
mission. Nocturia for three months, recurrent ede- 
ma, diplopia. It is also stated the stools have been 
black recently. 

Positive points in the physical examinations are: 

General good nutrition. Marked cyanosis with 
slight puffiness of the face. Pulse 110 and regu- 
lar. Barrel chest with indeterminate pulmonary 
findings other than sibilant rales and _ distant 
breath sounds. Heart findings show no murmurs, 
but pulmonary second sound accentuated. Abdo- 
men distended. Ankles and shins pitting. Brachial 
and retinal arteries tortuous. Temperature 100.8 
to 99.5 rectal. Pulse 101 to 132. 

Laboratory data show renal function 40 per 
cent, method of test not stated; very slight trace of 
albumen, a few leukocytes and red cells and many 
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granular casts in the urine, N.P.N. 41. Blood hem- 
oglobin normal, slight leukocytosis and _ definite 
polycythemia. Sputum negative for T.B. Stool 
negative. Wassermann negative. X-ray shows 
enlarged heart with shading lung fields and indis- 
tinct left diaphragm. 

Two days after admission enlarged liver was not- 
ed. Four days following admission patient died a 
respiratory death. 

It is interesting to note how many causes of so- 
called “asthma” there are. Bronchial or anaphy- 
lactic asthma possibly the most common. But 
bronchitis and bronchiectasis are also very common. 
These may have an anaphylactic basis as may also 
tuberculosis which is occasionally the fundamental 
process in a case of asthma. 

The other causes are more purely mechanical in 
their action. Other uncommon causes of this na- 
ture are polyps or other obstruction to the larynx, 
colloid goiter, large thymus, mediastinal tumors, 
pulmonary foreign body or malignancy, pulmonary 
abscess, congenital malformations of the larynx or 
bronchial system and syphilis. 

In this case of such apparent long standing we 
can rule out causes other than anaphylaxis, bron- 
chiectasis, benign pulmonary or mediastinal new 
growth, nephritis and possibly foreign body in the 
lung. It is conceivable that we may have one of 
these causes for the chronic asthma and a new cause 
for the present condition. 

I do not believ ethat one of these causes explains 
the whole present condition. The final note of this 
record states that the patient died a respiratory 
death. In spite of this, had mitral murmurs been 
heard, I should consider myocardial disease on the 
basis of an old mitral lesion as the primary path- 
ology with a subacute bacterial condition. But the 
description is so definite for some type of pulmon- 
ary obstruction as the ultimate cause of death. lL 
have known of this clinical picture in carcinoma 
arising in the bronchus and obtruding within two 
or three months into the trachea, with consequent 
suffocation. The x-ray need not show too much 
aside from hilus shadows jn these bronchial carcino- 

mas. These tumors also metastasize rapidly into 
the liver and frequently into the kidney and brain 
which we expect to show some changes in this case. 
Bronchial carcinomas sometimes give rise to bron- 
chiectasis or abscess distal to their site. If we were 
eble to explain this case in a single diagnosis, car- 
cinoma arising in the left main bronchus with 
metastases would be my guess. On the other hand 
we may consider that there is sufficient evidence to 
justify a diagnosis of chronic glomerular nephritis. 
The urine ‘contents and N.P.N. make one think of 
this. There is some evidence of arteriosclerosis al- 
though there is no hypertension and the specific 
gravity of the urine is high. However, this is almost 
a terminal condition and changes may have oc- 
curred. Possibly the headaches, the eye signs and 
the death were uremic manifestations. But it is 
difficult to explain that large amount of sputum 
from the lungs unless we say nephritis and bronchi- 
ectasis or abscess. On the whole I believe I wll 
return to my first guess, chiefly because the de- 
scription of death is so graphic and says nothing of 
Cheyne-Stokes breathing. They should have men- 
tioned that in a uremic death. 

Diagnosis: 

Bronchial asthma. 
Malignancy of bronchus with metastases to 
kidneys, possibly to brain and liver. 
Bronchiectasis or abscess. 
Cardiac hypertrophy. 
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Discussion, in part, as given before the 
Conference at the Messachusetts General 
Hospital, see above journal: 


DR. RICHARD C. CABOT 
Differential Diagnosis 


As I said in the beginning, it ordinarjly turns out 
to be true in our cases here that a man coming in 
for dyspnea has disease of the heart, the kidneys or 
both. I am convinced that he had no disease of the 
kidneys. He has disease of the heart, but not 
enough to explain his symptoms. We have to find 
disease in the lungs to account for the weakness of 
the heart and probably for most of the dyspnea 
he has. There is nothing to make us think of the 
rest of the body. Passive congestion of the liver 
and legs goes along with the weakness of the heart 
which I believe is present. He has hypertrophy and 
dilatation of the heart with no evidence of valve 
lesions. 


The lungs are a puzzle. What can he have? 
(a) He cannot have tuberculosis in my _ opinion. 
They had many chances to look for tubercle bacilli 
and could not find them. He had very little fever. 
He is not emaciated; he is fairly well nourished. 
He has been sick too long for miliary tuberculosis. 
Our x-ray plate does not exclude miliary tubercu- 
losis because it is not a good plate. But he has 
had his trouble pretty long for miliary tuberculosis. 
We can have subacute miliary tuberculosis lasting 
for weeks, but apparently this has lasted for 
months. I do not believe tuberculosis has anything 
to do with it. (b) Bronchitis? There is no doubt 
about it. But he must have had more than that. 
(c) Could he have pneumonia? There are no signs 
of it. The trouble has lasted too long for that. 
(d) Emphysema? Yes, I am inclined to think of 
that in this case. Extreme cyanosis not accounted 
for otherwise often does go with emphysema. We 
need a cause for the circulatory trouble in the 
lungs. Emphysema does go wjth it. There was ap- 
parently rightsided preponderance shown in the 
electrocardiogram, which goes with some sort of 
obstruction of the lung. (e) Chronic pneumonitis 
and bronchiectasis we pannot exclude. I am in- 
clined to think he has it. If we had a good x-ray 
we might be more sure of it. Foul sputum and 
bloody sputum go with bronchiestasis when we do 
not see any signs of abscess. 

The best reasoning from the evidence here is 
that his lungs will show a chronic pneumonitis with 
bronchiectasis and possibly some emphysema. The 
heart will show hypertrophy and_ dilatation but 
nothing else. The rest of the organs will show 
passive congestion. 


CLINICAL DIAGNOSIS (FROM HOSPITAL 
RECORD). 
Chronic nephritis. 
Bronchoyneumonia. 
Asthma. 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Chronic pneumonitis. 
Bronchiectasis. 
Possibly some emphysem. 
Hypertrophy and dilatation of the heart. 
Chronic passive congestion, general. 
ANATOMIC DIAGNOSES 
DR. TRACY B. MALLORY 
1. Pr'mary fatal lesion. 
Bronchiectasis. 
Secondary or terminal lesions. 
Emphysema. 
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Bronchopneumonia. 
Hypertrophy of right ventricle. 
On opening the chest very volumnious lungs were 
found, almost meeting in the center over the heart. 
There was a slight amount of fluid in each chest, 


only about 200 cubic centimeters. There were old 
fibrous adhesions on the right. The trachea con- 
tained a moderate amount of blood tinged frothy 
fluid, definitely mucoid. As we went down the 
bronchial tract this became greater in amount 
stickier and more purulent. The larger bronchi 
showed a reddish black discoloration of the mucosa. 
The smaller bronchi a tthe periphery of hte lung 
were dilated diffusely throughout their extent, that 
is a tubular rather than a saccular type of bron- 
chiectasis. Microscopic examination shows marked 
congestion, hyperemia of the mucous membrane of 
the bronchi, infiltration with plasma cells and also 
fairly numerous eosinophils, many of which show 
a round mononuclear nucleus. These are of rather 
common occurrence in bronchiectasis and asthma. 
The muscular layer did not show any definite hy- 
pertrophy as it ought to do in typical asthma. I 
should be inclined to class the case as one of chron- 
ic bronchitis with possibly a symptomatic asthma. 
The upper lobes of the lungs showed very marked 
and definite emphysema. Microspic examination 
showed very early foci of bronchopneumonia. 

As was predicted, the right heart was much hy- 
pertrophied. The wall of the left ventricle meas- 
ured 8 millimeters in thickness, as against the nor- 
mal of about 3. Virtually about half the total 
weght of the heart, as nearly as I could 
estimate, was supplied by the right ventricle. 

The other organs showed a considerable degree of 
acute but very little chronic congestion. The text 
books on pathology always tell one that emphysema 
does not give chronic passive congestion of the liver. 
I have no explanation of that, but I have seen sever- 
al examples where it was true. In this case there 
was a very slight degree of chronic congestion al- 
though a relatively marked acute congestion. The 
only possible explanation that I have is that when 
there is heart failure entirely on the right side of 
the heart it is perhaps too sudden and rapid to give 
the type of change in the liver that one gets in a 
mitral case, where the condition lasts over months, 
sometimes years. 


DIAGNOSTIC FORUM 


ABDOMINAL PAIN IN A SYPHILITIC 


(Case No. 15112, Case Records of the Mass, Gen’l. 
Hosp., from New Eng. Jour. of Med., Mch. 14, 1929, 
p. 559). 

Case History 


First Admission. An Italian stage hand fifty- 
six years old entered October 27 with a diagnosis 
of nephritis, for observation. His chief complaint 
was abdominal pain. 

He had had the pain almost daily for a year. It 
occurred most often ten or fifteen minutes after 
meals, occasionally at other times. More than once 
it wakened him at night. It was always at the sides 
of hig abdomen from the pelvis to the ribs, on the 
sides of the two recti muscles. Occasionally when 
it was severe it radiated to both flanks behind and 
rarely covered the whole abdomen. When it was 
bad it doubled him up. It was colicky. Food or 
soda usually gave some relief. He seldom had 
nausea. Several times during the year he vomited. 
Two or three times the vomitus was coal black and 
liquid, not coffee grounds. For about a year his 
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bowels had been constipated and at times his stools 
had been black. His appetite had been poor; he 
had eaten only about half as much as usual. His 
weight had fallen during the year from 165 pounds 
to 118. During the past three months he had 
urinated two or three times at night and had had 
slight difficulty in starting the stream. Recently 
he had been dyspneic on exertion. He had grown 
pale. Five months before admission a syphilologist 
gave him some drops. While he was taking these 
he felt much better and had less pain. 

His wife had lost six of eleven children in infancy 
and had two stillborn. 

At eighteen he had a hard chancre and an ingu- 
inal gland that broke down. He was treated for 
several years by a physician. At forty-three he 
was given a three years’ course of treatment in the 
South Medical Out-Fatient Department of this hos- 
pital. Three or four Wassermanns were positive. 
Two of his sons were also treated in the South Med- 
ical Department. Both had interstitial keratitis, 
one had Huthchinsonian teeth and the other symmet- 
rical synovitis. The last of the patient’s treatments 
was six years before admission. For four years he 
had had indigestion about once a month—gnawing 
midepigastric discomfort coming half an hour after 
a meal and relieved by soda. 

Clinical examination showed a well nourished 
pale man. Many carious teeth. Very marked pyor- 
rhea. Musical rales throughout both lungs. Crepi- 
tant rales at both bases. Artery walls palpable and 
tortuous. Blood pressure 120/70. Two scars in the 
right lower quadrant of the abdomen. A_ mass, 
possibly fecal, in the left lower quadrant. Prostate 
enlarged to about twice the normal size and tender. 
Right pupil greater than left. Both reacted better 
to accommodation than to light, the -right hardly 
at all to light. Fundi: discs blurred but normal in 
‘olor. Vessels showed distinct nicking of veins by 
irteries. Reflexes normal. 


Urine 33 to 70 ounces, specific gravity 1.020 to - 


1.012, a slight trace to a trace of albumin in all of 
three specimens. Two-hourly test showed specific 
gravity 1.008 to 1.012, a large trace of albumin in 
the day specimen. Renal function 5 to 7 per cent. 
Non-protein nitrogen 60 to 78 per cent. Blood: 
hemoglobin 45 per cent, reds 3,080,000 to 2,500,000, 
slight anisocytosis and poikilocvtosis, 11,450 leu- 
kocytes, 73 per cent polymorphonuclears, platelets 
diminished. Wassermann and Hinton tests nega- 
tive. Gastric analysis: fasting contents, free hydro- 
chlorie acid 60, total acidity 80. 

X-ray showed nearly complete retention in the 
stomach at six hours. The prepyloric region was 
markedly deformed and constricted by an annular 
filling defect which was constant and through which 
peristalsis did not travel. The duodenum was filled 
with difficulty but appeared normal. 

A lumbar puncture gave 15 cubic centimeters of 
clear colorless fluid, initial pressure 80, normal dy- 
namics, cells, 3 lymphocytes, total protein 38, Was- 
sermann, albumin and globulin negative, colloidal 
gold 1111100000. 

Temperature 97° to 100.1°, pulse 71 to 99, respi- 
rations normal. 

The patient had cramp-like pains on several oc- 
casions, usually at night, and vomited several times. 
Arrangements were made for operation. He decided 
however to go out and attend to some business be- 
fore having the operation done. November 3 he 
was discharged. 

History of interval. During his two weeks at 
home he was very weak and spent most of his time 
in bed. He had no pain, nausea or vomiting and no 
tarry stools. 

Second Admission. November 16 he was read- 
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mitted. On entering the ward he vomited a kidney- 
basinful of greenish fluid. 

On clinical examination he was pale and wasted, 
apparently very weak and acutely ill. Examination 
was otherwise as before. The hard irregular mass 
was again present on the left below the umbilicus, 
the size of an orange, freely movable but not tender. 

Before operation urine normal in amount when 
recorded, specific ‘gravity 1.010 to 1.020, a very 
slight trace to a slight trace of albumin at three of 
four examinations; renal function in two hours 3 
per cent; blood, hemoglobin 30 per cent, reds 1,- 
480,000; stool tarry, guaiac very strongly positive; 
non-protein nitrogen 160 to 110 milligrams. 

The patient was comfortable in the ward and had 
no more vomiting after the day of admission. No- 
vember 20, on preparation for operation—intrave- 
nous glucose 500 cubic centimeters, gastric lavage, 
morphia and scopolamin—he went into shock. The 
operation was omitted. The next day he seemed in 
his usual condition. November 22, 500 cubic centi- 
meters of blood was transfused. 

November 23 operation was done, followed by 
another transfusion. He did well during the next 
week on a gastric regime, had no fluid or distention. 
He was drowsy and slept a great deal. The urin- 
ary output was normal. December 2 the non-pro- 
tein nitrogen was 78. (Did not die.) 


Discussion of this case at the Yavapai 
County Medical Society and Medical Officers 
of Fort Whipple meeting of March 11, 1930, 
was given by Group 3, as follows: 


PART 1. 
DR. R. N. LOONEY 


This man was admitted for observation with a 
diagnosis of nephritis. He contracted syphilis very 
early in life, at the age of eighteen. If he was 
treated the treatment was not successful according 
to his family history. His wife lost six of eleven 
children in infancy and had two stillborn children. 
He had two sons who were treated for syphilis. 
Twenty-five years after he contracted the disease, 
or at the age of forty-three, two or three Wasser- 
mann tests were positive. 

Upon admission examination showed his prostate 
was enlarged and tender, and a mass in the lower 
left quadrant was found. Three weeks later on 
second admission a mass below the umbilicus was 
found, freely movable, not tender. Did this man 
have a malignant condition of the prostate gland 
with a metastasis in the region of the sigmoid, or 
was the mass fecal matter or retention in a greatly 
dilated stomach? We think he did not have cancer 
of the prostate and that the mass felt in the left 
side was feces. 

The introductory paragraph in the history would 
lead us to think of some gastro-intestinal trouble. 
The second paragraph would point to trouble in or 
around the stomach. He had a great deal of diges- 
tive disturbance for four or five years. He had a 
gnawing pain in the region of the stomach, the pain 
coming on about half an hour after meals and re- 
lieved by taking soda. He evidently had had a hy- 
peracidity for four or five years. The attacks be- 
came more frequent and for the past year he had 
had almost daily pain. Later on it occurred fre- 
quently ten or fifteen minutes after taking food. 
The pain was not epigastric pain usually seen in 
gastric ulcer or carcinoma of the stomach. It was 
always on the sides of the abdomen, from the pelvis 
to the ribs, and when severe radiated to both flanks. 
If we read the history of gastric ulcer we will find 
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many times that the pain is not epigastric; it may 
be a general pain over the abdomen and many times 
referred to the back. 

He did not have nausea but vomited several times 
during the year. Two or three times the vomitus 
was coal black and liquid, not coffe grounds. At 
times the stools had been black. We are told that 
tarry stools, or black stools, if not from some drug, 
is always due to hemorrhage high up in the intes- 
tinal tract. He had lost a great deal of weight 
in the past year, about forty-seven pounds. He was 
anemic. 

What disease in or around the stomach could 
cause the picture we have here? Gastric ulcer, 
duodenal ulcer, carcinoma of the stomach, or cir- 
rhosis of the liver might cause any or all of the 
symptoms we have in this case. In cirrhosis of the 
liver there is nausea, vomiting, loss of weight and 
anemia. Hematemesis, due to obstruction of the 
portal circulation, causing hyperemia or congestion 
of the mucous membrane of the stomach may in- 
duce bleeding into the stomach in cirrhosis of the 
liver. In this case we have no history of cirrhosis 
of the liver, no jaundice, no ascites, no edema of 
the feet and legs. 

This patient is of cancer age, fifty-six years old, 
but in cancer of the stomach there is a great deal 
of nausea; they may vomit many times a day. This 
man did not vomit a great deal and had no nausea. 
In cancer there is a deficiency or absence of hy- 
drochloric acid. In this case we have an excess of 
hydrochloric acid, free hydrochloric acid being 60 
and total acidity 80. Hematemesis in carcinoma 
of the stomach is coffee ground in character. This 
is due to the slow oozing of the blood from the ul- 
cerating mass mixing with the gastric juice of the 
stomach before vomiting. The pain in cancer of 
the stomach is not so severe as in gastric ulcer; 
in fact, there may be very little pain. We do not 
think this man had carcinoma of the stomach. 

Gastric ulcer and duodenal ulcer are very diffi- 
cult to differentiate without the aid of the x-ray. 
There may be hematemesis in both, especially if 
the duodenal ulcer is near the pylorus. However, 
hematemesis is not seen as often in duodenal ulcer 
as in gastric. Pain in duodenal ulcer comes on 
about two or three hours after meals, often called 
the hunger pain, and is relieved by taking food. In 
this case the pain usually came on about ten or fif- 
teen minutes after meals. Many of the symptoms 
of duodenal ulcer are the same in gastric ulcer, 
namely, hematemesis, tarry stools, abdominal pain, 
tenerness, anemia and vomiting. 

As I have said before, it is often impossible to 
make a differential diagnosis of cancer of the 
stomach, gastric ulcer and duodenal ulcer without 
the aid of the x-ray. In this case the x-ray showed 
nearly complete retention in the stomach at six 
hours. The prepyloric region was markedly de- 
formed and constructed by an annular filling defect 
which was constant and through which peristalsis 
did not travel. The duodenum was filled with diffi- 
culty and appeared normal. 

We believe that this man’s great loss of weight 
and anemia were due to stricture at the pylorus as 
the x-ray showed almost complete occlusion of the 
outlet of the stomach, and we believe they did a 
gastro-enterostomy to relieve this condition. 


PART 2. 


DR. BAYARD SULLIVAN 


There are some points in this case that stand out 
very clearly. This man had syphilis contracted at 
the age of eighteen, which is further borne out by 
two or three positive Wassermann tests, six of 
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eleven children died in infancy, two still-births, pu- 
pillary reaction and many other things pointing to 
tertiary syphilis, including arteriosclerosis, vessels 
tortuous and palpable. 

He came into the hospital with a diagnosis of 
chronic interstitial nephritis. He had evidently been 
to the outpatient department before that. The main 
thing this man came in for was pain in the abdo- 
men which dated back for about one year. The his- 
tory states that he had this pain off and on for four 
years. The pain was in the epigastrium, coming 
on half an hour after meals and relieved by soda. 
That practically states the case. There is a typi- 
cal history of gastric ulcer. Of course, a man with 
a history of syphilis such as this man has would 
make us think of syphilis of the stomach, but that 
is a rare condition. 

On account of the pain we must think of tabes 
dorsalis but the examination of the spinal fluid re- 
veals nothing to bear out that diagnosis. 

We see here a man who weighed 165 pounds and 
now weighs 118 pounds; who has pains on both 
sides of the abdomen, radiating from the pelvis 
to the costal margin, and frequently radiating from 
the flanks to the back, which is characteristic of 
gastric ulcer. 

As has been stated, in gastric and duodenal ulcer 
one of the chief diagnostic aids is x-ray with barium 
meal. The x-ray in this case shows practically 
complete retention at six hours, almost complete 
obstruction with retention. The vomiting is due to 
overflow more than anything else. There is an 
annular ring and peristalsis does not move through 
it. Then there are tarry stools, guaiac positive, 
which is another characteristic of gastric ulcer. 

We must also consider malignancy and duodenal 
ulcer. We know that malignancy is frequently en- 
grafted upon a pre-existing gastric ulcer. In this 
case the blood count is 3,080,000 red cells with hem- 
oglobin 45 per cent, later reduced to 1,480,000 and 
30 per cent, which is not especially characteristic of 
anything except a secondary anemia which we 
would expect in a case of gastric ulcer existing 
about four years. 

As my colleague has pointed out, the prostate 
was found to be enlarged. We must consider malig- 
nancy of the prostate although we see nothing to 
bear that out. It might possibly be malignancy 
of the prostate with metastases in the abdomen, ac- 
counting for this orange-size mass found in the left 
side, but we think that that was a fecal impaction. 

We must also think of thrombosis in the mesen- 
teric vessels, but that usually causes an acute dis- 
tention and very severe pain, which have not been 
stated in this case. : 

Our diagnosis is gastric ulcer with obstruction 
and retention; chronic interstitial nephritis; arterio- 
sclerosis; secondary anemia; and possibly chronic 
bronchitis and emphysema, as there were wheezing 
rales heard throughout the chest. 


Discussion of this case by the Clinical 
Club of Phoenix, at their Monday noon 
luncheon, was as follows: 

DR. FRANK J. MILLOY 


This patient has neuro-syphilis but it is unlikely 
that his lues is entering into his abdominal path- 
ology, although a peptic ulcer is like a fracture in 
a syphilitic. It heals better when the patient is giv- 
en luetic treatment as well as regular treatment for 
the ulcer. The four years of indigestion with gnaw- 
ing mid-epigastric discomfort coming on one half to 
one hour after meals, relieved by soda, combined 
with the high free Hcl and x-ray findings prove 
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the presence of ulcer. There is some speculation, 
however, as to the cause of the acute abdominal 
symptoms present at the time of entrance to the 
hospital and the history is lacking in detail for pos- 
itive diagnosis. It is either caused by complications 
arising in the ulcer or by malignancy in the colon. 
At the first examination as well as two weeks later 
this hard, irregular, freely movable mass was pres- 
ent in the left lower quadrant. If this were a 
malignancy, it would explain his acute symptoms 
and might also help to explain the high N.P.N. by 
causing some intestinal obstruction and he would 
have been relieved by operation (anastomosis and 
possibly a resection). However, this was probably 
not the case or a barium enema or some other x-ray 
finding would have been given by this radiologist 
and the operation would probably have been two 
stage. 

The tortuous, palpable arteries, the fixation of 
specific gravity of the urine, and the impaired kid- 
ney function evidenced by the low phthalein excre- 
tion and high N.P.N. is proof of chronic nephritis. 
The large trace of albumin and absence of casts 
point to arteriosclerotic nephritis. The blood pres- 
sure was probably considerably higher before the 
development of the secondary anemia. The dyspnea 
is caused by his sudden onset of secondary anemia. 
The x-ray findings are very definite for high grade 
pyloric obstruction with the lesion on the proximal 
side as it reports the duodenum outlined. It is not 
malignant. The history of this pain for a year 
combined with the free HCl rule out carcinoma. The 
obstruction could be caused by either the tissue nar- 
rowing or by plorospasm. The vomiting without 
nausea is charactersitic of pyloric obstruction 
caused by pectic ulcer. The coal black vomitus and 
tarry stools mean that he has had an acute hemor- 
rhage from the ulcer. This is also revealed by the 
low hemoglobin and red count. 

There is a little discrepancy again in the history. 
It speaks of the pain coming on 10 to 15 minutes 
after meals. relieved by food. The severity of this 
pain and the very short interval between its oc- 
currence and the taking of food might be explained 
by pvloruspasm, but it is very suspicious of further 
complication. The fact that it is present on both 
sides of the abdomen and radiates down into the 
flanks and over the entire abdomen makes me think 
that this is also a slow perforative type of ulcer 
with localized peritonitis. This is further evidenced 
by the white count of 11,450. The operation was a 
nosterior gastro-enterostomy. 

Diagnosis: 

1. Neuro-syphilis. 

2. Arteriosclerotic nephritis. 

3. Gastric ulcer with pyloric obstruction and 
acute hemorrhage and very possibly slow perfora- 
tions with’ localized peritonitis. 


DR. T. T. CLOHESSY 


The outstanding points in this case are, pain in 
the abdomen after eating, of one year’s duration, 
blood in the vomitus and stools, very rapid wasting 
(47 pounds in a year or 4 pounds a month), and a 
roentgenologic showing of a prepyloric annular de- 
formity and constriction with stomach retention 
of six hours. All this in an undoubted syphilitic. 
Add to this a blood picture of severe cachexia. If 
syphilis were eliminated in this case, one would not 
hesitate to diagnose gastric cancer. A syphilitic in- 
filtration of the stomach wall,. admittedly much 
rarer than carcinoma, could. however, give a very 
similar picture. Five months before admission to 
hospital he had relief of symptoms from taking 
“some drops,” evidently iodides. We often get 
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symptomatic improvement in ulcer or other anatom- 
ic disease of the stomach in a syphilitic, with no 
demonstrable change in the diseased anatomic con- 
dition. The emaciation in one year is much greater 
than we would expect from syphilis alone. Syphil- 
ides of the stomach are very rare. ‘Hemorrhage of 
the gastric mucosa in syphilis, as in the skin, is 
not often found. Obliteration, with anemic necrosis 
and ulceration, not erosive invasion of vessels with 
hemorrhage, is the distinctive feature of the pathol- 
ogy of the syphilitic lesion. Hemorrhage is charac- 
teristic of advanced carcinoma. For four years he 
had intermittent gastric pain or discomfort, relieved 
by soda, possibly a peptic ulcer. It is stated that 
the present pain comes on most often ten or fifteen 
minutes after eating. A few lines further on it is 
stated food or soda gives relief. The trouble in the 
prostate and the lung symptoms would point to 
metastases. 

Diagnosis: In my opinion the preponderance of 
evidence points to gastric cancer, although I do not 
believe that, clinically, as absolute exclusion of a 
gastric syphilid can be made, a preploric gastric, 
syphilitic infiltration. 

Diagnostic conclusions offered by other 
members of the Club were as follows: 

Dr. 0. H. Brown:- (1) Pyloric stenosis from sad- 
dle ulcer; (2) chronic constipation, luetic structure 
of colon; (3) syphilis; (4) prostatitis; (5) pyor- 
rhea, teeth caries; (7) nephritis; (8) anemia, sec- 
ondary; (9) chronic bronchitis 

Dr. J. M. Greer: Ulcer of stomach with pyloric 
obstruction; syphilis; there is a possible associated 
linitis plastica; nephritis. 

Dr. W. W. Watkins: History suggests syphilis 
and stomach lesion; clinical examination suggests 
arteriosclerosis and prostit is; laboratory findings 
indicate chronic glomerulonephritis and stomach 
syphilis; final diagnosis, syphilis of stomach, chron- 
ic glomerulonephritis, arteriosclerosis. 

Dr. Howell Randolph: Carcinoma of stomach; 
metastasis to lung; syphilis, vascular and neuro. 

Dr. A. C. Kingsley: Arteriosclerosis; syphilis; 
nephritis; peptic ulcer. 

Dr. S. I. Bloomhardt: Gastric ulcer; nephritis; 
arteriosclerosis; luetic infection. 

Dr. Fred G. Holmes: Syphilis of stomach; arter- 
iosclerotic nephritis. 

Dr. R. J. Stroud: Neurosyphilis; ulcer of stomach 
with pyloric stenosis; arteriosclerosis including 
nephritic manifestations. 


Discussion of this case at the Conference 
at the Massachusetts General Hospital (see 
above journal) was as follows: 


RICHARD C. CABOT, M.D. 

“Coal black vomitus” is quite a statement. I re- 
ally think it was something. 

Of course syphilitic glands do not break down. 

The synovitis and keratitis in his two sons is 
pretty good proof of congenital syphilis. 

The main sugsestions up to the beginning of 
the clinical examination are (a) syphilis and (b) 
peptic ulcer. 

The right eye suggests an Argyll-Robertson pu- 
pil. 

The interval history is striking I think. 

We suddenly stop because he has not died. What 
have we got to make a diagnosis on? He has two 
separate diseases so far as I can see. He has 
chronic nephritis and he certainly has an obstruct- 
ing gastric lesion which can only be one of two 
things, either ulcer or cancer. Either is perfectly 
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possible. He is at the age when both are perfectly 
possible. He has symptoms on the whole more like 
ulcer. The quantity of blood is more like ulcer. The 


x-ray picture so far as I know, which is not very 
far, could do for either. His gastric chemistry is a 
good deal more like ulcer than cancer. You can 
have any gastric chemistry in either, but in cancer 
there is usually a lower acidity than he has. I think 
that is as far as I can go. On the whole it seems 
more like ulcer. 

A Student: Would you consider chronic nephritis ? 
Dr. Cabot: There is no relation between the two. It 
is rather strange that he did not have a high blood 
pressure. I do not know how to account for it un- 
less it has been higher before but has come down 
because he is so weakened by hemorrhages. 

A Student: What is the likelihood of a carcinoma 
on top of the ulcer? 

Dr. Cabot: Slight, I should say, because that is a 
rare condition. 

A Student: Is loss of weight in favor of ulcer 
rather than cancer? 

. Dr. Cabot: Not when he is eating as little as 

e is. 

A Student: Is the appetite affected in ulcer? 

Dr. Cabot: No; usually it is good. But ulcer pa- 
tients sometimes starve themselves, so that one 
sees emaciated cases of ulcer. 

A Student: How about that mass? 

Dr. Cabot: I do not know what that is. 

A Student: Do you think it is cancer of the 
stomach? It is just below the umbilicus. 

Dr. Cabot: Let us go back to the description. “A 
mass, possibly fecal, in the left lower quadrant.” 
That is a queer place for the pylorus to be. What 
does it say the second time? “The hard irregular 
mass was again present on the left below the um- 
bilicus.” That certainly is a peculiar place for the 
pylorus. I do not believe it. If you ask what it is, 
I do not know. I think it might be feces. 

A Student: Are luetic lesions of this sort in the 
stomach at all prominent? 

Dr. Cabot: The only cases I have seen were very 
diffuse lesions over the whole stomach wall, not 
confined to the pylorus. I do not believe there is 
any such thing as leutic lesion of the pylorus 
alone. 

A Student: What is the significance of the en- 
larged prostate? 

Dr. Cabot: It does not seem like a malignant 
prostate. I suppose it is the ordinary type of pros- 
tatic enlargement. Perhaps this does produce ob- 
struction, but we are not told anything about it. 

Many large prostates do not. If it does we are not 
at all sure about it. Bladder symptoms are not men- 
tioned. 


PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the stomach. 


OPERATION 


Transverse incision. Anesthesia was induced by 
infiltrating the upper abdominal wall with 50 cubic 
centimeters of 1 per cent novocain. A transverse 
rectus incision was then made and anterior splan- 
chnic anesthesia induced by injecting 75 centimeters 
of % per.cent novocain against the body of the 
jumbar vertebra between the aorta and the vena 
cava. This gave adequate anesthesia to free up 
part of the greater curvature. There was an indu- 
rated mass at the pylorus firmly adherent to the 
pancreas. The mass showed a definite crater about 
two centimeters in diameter. The stomach was con- 
siderably enlarged. There were no metastases to 
the liver. The regional nodes were enlarged. The 
abdomen was otherwise negative. The anesthesia 
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was insufficient to free the growth at the pylorus, 
therefore the local novoeain was supplemented by 
ethylene. 

The gastrocolic and  gastrophepatic omentum 
were tied off, the stomach was lifted and the tu- 
mor was dissected from the substance of the pan- 
creas with some difficulty. This involved dissecting 
off part of the head of the pancreas. The duode- 
num was divided and inverted. About half the 
stomach was removed and the end sewed and in- 
verted with three layers of continuous catgut. A 
posterior gastro-enterostomy was then done from 
left to right and the wound was closed without 
drainage. 

POSTOPERATIVE DIAGNOSIS 

Questionable carcinoma of the stomach. 

FURTHER DISCUSSION 

Dr. Cabot: At the begnining of the operation they 
said carcinoma of the stomach. At the end 
they said questionable carcinoma of the stomach. 
With the thing in their hands they could not tell, 
and I do not see how we can tell. 

CLINICAL DIAGNOSIS, FIRST ADMISSION 

Carcinoma of the stomach. 

Chronic nephritis. 

Possible tabes dorsalis. 

INTERPRETATION OF X-RAY, SECOND 

ADMISSION 

The findings are those of obstructing carcinoma 
of the stomach. 

POSTOPERATIVE DIAGNOSIS, SECOND 

ADMISSION 
Questionable carcinoma of the stomach. 

DR. RICHARD C. CABOT’S DIAGNOSIS 

Chronic nephritis. 

Gastric disease, probably ulcer, possibly cancer. 

PATHOLOGIC DIAGNOSES 

Uleer of the duodenum. 

Carcinoma of the duodenum. 

DR. TRACY B. MALLORY 

A portion of the stomach was resected. It 
showed a large oval ulcer at the pylorus measuring 
one by two centimeters surrounding about one-half 
the pyloric ring and extending both into the duo- 
denum and into the stomach. In the base of the 
ulcer was a blood vessel of considerable size, an 
artery showing a fresh thrombus at the eroded end. 
The edges of the ulcer were a little suspiciously 
hard, sufficiently so that Dr. Hartwell definitely 
committed himself that it was cancer on gross ex- 
amination. Some of the rest of us who saw the 
specimen did not feel entirely sure of it. 

Microscopic examination however showed a nar- 
row rim of carcinomatous tissue. The situation, the 
general appearance, the character of the whole 
thing very strongly suggest that it is a case of can- 
cer developing on ulcer. It is certainly as suggestive 
of that as any case fi have seen. ; 

Dr. Cabot: Is there anything to say about this 
mass in the left lower quadrant? 

Dr. Mallory: No sir. There is nothing to account 
for it. 

Dr. Cabot: Everyone was right. 


A CASE WITH FOUL SPUTUM AND 
PAIN IN THE RIGHT CHEST 


(Case No. 14451, Case Records of Massachusetts 
General Hospital from New Eng.-Jour. of Med., 
Dec. 27, 1928, p. 1325.)) 


Case History 
First admission: An Italian tailor forty years old 
entered January 21 complaining of lung trouble. 
Two years before admission he had “bronchitis.” 
After this he was perfectly well until March, nine 
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months before admission, when he had pain in the 
region of the right scapula lasting only a few min- 
utes. He felt well for a week. Then he began to 
spit up very foul blood streaked sputum, three cup- 
fuls a day. He had fever and was in bed two or 
three weeks. Then he worked two days a week for 
three weeks. Then he was ill again, and had not 
worked since that time. He had had foul sputum 
ever since the onset. He coughed a great deal at 
night. At present he was raising one to two cup- 
fuls of sputum a day. He had seen no blood for 
months. He had had intermittent periods of tem- 
perature. He had occasional pain in the right chest 
in the region of the third to the sixth ribs in front 
running nearly horizontally around the axilla to the 
back. He had never had pulmonary hemorrhage. 
During the past year he had had many neck sweats 
at night, no general sweats. His bowels were con- 
stipated. His best weight was 154 pounds, his pres- 
ent weight 135. He had lost 15 pounds in the past 
year. 

His family history is negative except that his 
mother died of shock. 

He had gonorrhea at twenty-two Ten years before 
admission he had a white stool once only. For four 
months he had urinated once at night at times. A 
month before admission he caught cold, had pain 
in the chest and at the same time swelling of the 
left knee with pain on walking lasting four days. 

Clinical examination showed a well nourished, sal- 
low man. The right chest was slightly flattened. 
Respiratory movements were decreased in compari- 
son with those of the left chest. There was slight 
dullness throughout the entire right chest, most 
marked in the lower half posteriorly, where there 
was a suggestion of bronchial breathing. The left 
chest was not remarkable. The fingers were clubbed. 
The rest of the examination was negative. 

Urine normal. Blood not recorded. The sputum 
showed 50 spirochetes in a five-minute search. 

X-ray examination showed the diaphragm normal. 
The right lung field was smaller and less radiant 
than the left. There was diffuse irregular mottling 
extending from the base to the apex, most promi- 
nent in the hilus and the cardiophrenic angle. Flu- 
oroscopically the area of greatest dullness appear- 
ed to be at the lung root on the right side. No defi- 
nite fluid level could be seen. 

Until January 23 temperature 98.4° to 99.3°, pulse 
87 to 110. respirations normal. Afterwards temper- 
ature 96.8° to 100.8°, pulse 72 to 122, respirations 
19 to 48. 

By advice of the Thoracic Clinic bronchoscopy 
was done January 25. It was essentially negative. 
Nothing pathological was noted in the right bron- 
chus except increasing hyperemia of the lining. In 
spite of the use of a large amount of cocaine it was 
impossible to control the patient’s cough. The ter- 
minal bronchus was seen. Except for redness noth- 
ing pathological was noted. 20 cubic centimeters. of 
lipiodol was introduced to various points of the 
right bronchus but was immediately coughed up. 
The patient was discharged February 1 with advice 
for a course of neoarsphenamin in the Out-Patient 
Department. His weight at discharge was 11514. 

History of interval. In the South Medical Denart- 
ment he was given seven intravenous injections of 
neoarsphenamin 0.3 grams. His Wassermann was 
negative. No indication of lues was found. He 
thought the treatment did him no good. He raised 
more sputum at night. It was however less foul 
than when he was in the hospital, and he gained a 
little weight. Every two or three weeks he had a 
temperature of about 100° for a day or two. He 
often had pain for a short time in the right chest in 
front and at the side. A month before readmission 


387 


the pain was so severe for twenty-four hours that 
he could not cough. During the interval between 
admissions he worked three to four hours a day two 
or three times a week. In April examination in the 
Pulmonary Clinic showed his weight 12312, temper- 
ature 99.6’, pulse 126, all signs at the right base 
somewhat better since the neoarsphenamin. 

Second admission, May 4. 

On clinical examination he was rather thin, cough- 
ed persistently and raised much purulent sputum. 
There was pyorrhea. The left breast was semi-femi- 
nine in character. The point of maximum intensity 
of the heart was in the midline at the ensiform pro- 
cess. The left border of dullness was slightly inside 
the left nipple line, the right border at the right 
-ormal. Blood pressure 98/46. Snrleen felt below 
nipple line. The sounds were heard best at the point 
of maximum impulse, also heard well at the fifth 
interspace and the left border of the sternal junc- 
tion and in the left midaxillary line. They were not 
heard at all well in the usual apical region. The 
fingers were markedly clubbed. The expansion of 
the lungs was equal. In the back the breath sounds 
in the left lung were fairly harsh and diminished on 
the side in the axillary line. Some crackling rales 
were heard at the left base. In the right back the 
breath sounds were very harsh at the apex, harsh 
with shallow breathing throughout the rest of the 
lung except on the side in the axillary line, where 
the sounds were diminished, and in two small re- 
gions medial to the right scapula and just above the 
right base, where the breathing was cavernous. 
Spoken voice was loud in both backs. Vocal fremi- 
tus was greater in the right lung, especially increas- 
ed above the right scapula. In front the breath 
sounds were shallow and harsh throughout the right 
lung but diminished in the axilla, where a few 
crackling rales were heard. In the left front the 
breath sounds were shallow, but less harsh than in 
the right, and less diminished in the axilla. 

The urine was negative. The blood is not record- 
ed. The sputum showed no tubercle bacilli. 

Temperature 98° to 101°. Pulse 77 to 111. Res- 
pirations normal except for one increase to 30 the 
day before operation. 

X-ray examination showed the process in the right 
chest more extensive than at the previous examina- 
tion. It now extended well into the apex. 

May 10 operation was done. Soon after reaching 
the ward the patient became cyanotic, had rapid 
pulse, and passed into a state resembling shock ex- 
cept that the blood pressure was not especially low. 
He was given oxygen, and seemed to improve in col- 
or and a very little in general condition. At mid- 
night he died. 


The discussion of this case before the 
Clinical Club of Phoenix at their regular 
Monday noon luncheon, was as follows: 


DR. FRED G. HOLMES 


A case of pulmonary disease with sudden onset 
expectorating a large amount of foul blood-streaked 
sputum almost always means abscess. Whether the 
abscess is primary in itself without ascertainable 
focus from which the infected material came to 
the lung, or the result of material carried from a 
phlebitis (infarct) or the result of pneumonia or 
suppuration in the abdomen or what not, is to be 
determined. 

The most frequent cause of pulmonary abscess is 
pneumonia of which there is no evidence in this 
case. Another frequent cause of pulmonary abscess 
is following an operation, especially in the upper 
respiratory tract. None had been done in this case. 
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The next most frequent cause is infarct from a 
vegetative endocarditis or phlebitis. The picture 
would fit very well with infarct. The initial pain, 
followed a week later by the foul sputum, would be 
quite characteristic. The physical findings in such 

‘a case often simulate an effusion and the signs of 
cavitation are found in many cases. The fact that 
spirochetes were found in the sputum would, to- 
gether with the pyorrhea, indicate a Vincent’s an- 
gna. The fact that the sputum was cleared some- 
what by neosalvarsan would lend strength to the 
thought that it might be a prime etiological factor. 
However, it was likely a secondary invader as so 
often happens and not the prime cause. The course 
of the disease would not be typical for it. There 
is no direct evidence of syphilis in this case. There 
were no tubercle bacilli found in the sputum, the 
location and course of the disease were most unusu- 
al for tuberculosis and it seems that the diagnosis 
of tuberculosis could be rejected. 

Regarding the source from which the infected 
infarcts came, we look first to the heart. Adequate 
information is not given regarding the real con- 
dition in the heart but it shows enlargement espe- 
cially to the right. The most common cause of 
the infarct would be vegetative endocarditis of the 
right heart although a mitral stenosis may cause 
such a stasis in the pulmonary circulation that 
thrombus occurs. There is no such evidence of stasis 
here nor any evidence of phlebitis or would fall 
back on the diagnosis of vegetative endocarditis of 
the right heart. 

There may very possibly be a pericarditis with 
effusion. 

The diagnoses ventured are: 

Pulmonary infarction. 

Multiple abscesses of lung. 
Chronic vegetative endocarditis. 
Possible pericarditis with effusion. 

Diagnostic suegestions by members of the 
Club w-re as follows: 

Dr. O. H. Brown: Pulmonary abscess following 
pulmonary embolism; endocarditis; pyorrhea; Vin- 
cent’s infection? 

Dr. F. C. Jordan: Pulmonary abscess. 

Dr. T. T. Clohessy: Lung abscess. 

Dr. J. M. Greer: Malignancy of the lung with 
secondary infection. 

Dr. H. P. Mills: Pulmonary abscess or lung can- 
cer. 

Dr. F. J. Milloy: Abscess of lung. 

Dr. Howell Randolph: Pulmonary carcinoma with 
secondary abscess. 

Dr. R. J. Stroud: Abscess of lung; may be carci- 
noma or syphilis; secondary Vincent’s angina. 

Dr. W. W. Watkins: History suggests abscess, 
fetid bronchitis, gangrene of lung or bronchiectasis. 
Clinical examinations add nothing new; laboratory 
and x-ray examinations bring cancer into picture; 
diagnosis of cancer of lung with abscess formation, 
or lung syphilis. 


The discussions bv Groun 2, of the Yava- 
pai Countv Medical Society and Medical Of- 
ficers of Fort Whipple, at their meeting of 
March 11, 1930, were as follows: 

PART 1. 


DR. GEORGE C. MceCARTY 


Having the case of an Italian tailor, aged forty, 
living under conditions not the most sanitary, with 
a history of loss of weight, with diminished exnan- 
sion, increased dullness, anywhere from harsh to 
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bronchial breathing throughout the entire left side, 
we are inclined to believe, upon the surface of it, 
that he has _ tuberculosis. However, with the 
amount of involvement he apparently has we do 
not believe he would have an active pulmonary tu- 
berculosis without some evidence of hemorrhage 
or tubercle bacilli in the sputum. 

Among the other conditions that this man may 
have is cancer. The x-ray shows a mottled appear- 
ance throughout the entire lung, with an increased 
density at the root of the lung. Ordinarily cancer 
area is likely to be mapped out. I recall one case 
area is likely to be mapped out. I rec aollne case 
here four years ago which came to autopsy. The 
case came to this section of the country diagnosed 
as tuberculosis, with mottling throughout the en- 
tire lung. Upon autopsy it was found that that 
case was sarcoma. 

In this case there is the possibility of spirocheto- 
sis. In the examination of the sputum there weve 
found 50 spirochets in one microscopic field in a 
found 50 spirochetes in one michoscopic field in a 
five minutes examination. Spirochetosis could cor- 
respond very well with the indications as we find 
them in this case, but one authority states that 
where you have a spirochetosis that is rapidly ad- 
vancing, as this condition has apparently advanced, 
you are likely to find a great number of spirochetes. 
I would not consider a field of 50 in a five minutes 
examination to mean anything exceptional. It is 
true that this man did have a severe pyorrhea and 
it is possible that he could have had a mild spiro- 
chetosis. 

Among other conditions that are very like to 
occur, and the one which we think conforms 
greatly to the symptoms and physical signs in this 
individual, is bronchiectasis. This ordinarily occurs 
in the lower lobes of the lungs. However, I have 
seen nothing in the literature to indicate that it 
could not appear in the upper lobes. 

Another condition is that of lung abscess or 
multiple lung abscess. We believe that the profuse 
sputum in this case, slightly blood streaked sputum, 
foul odor, the general mottling throughout the lung 
particularly at the base and at the root, strongly 
suggest that this man had a lung abscess or multi- 
ple abscess or bronchiectasis or both. 


PART 2. 


DR. ROBERT S. FLINN 


In considering the differential diagnosis in this 
case Group 2 has been forced to the conclusion 
that a diagnosis of pulmonary tuberculosis or of 
neoplasm of the lung is untenable. The case there- 
fore falls automatically into the group of chronic 
non-tuberculous infections of the lung and these 
disorders may be classified into the following three 
groups: 

1. Chronic bacterial disease of the lung, 

2. Fungus disease of the lung, and 

3. Fuso-spirochetal disease of the lung. 

Of the bacterial forms chronic Friedlander bacil- 
lus infection is probably the most important. It 
produces a picture not unlike that of pulmonary tu- 
berculosis, there being cavities, rales, ete., in the 
apex. Streptococcus, staphylococcus and influenza 
bacillus may also produce chronic lung infections. 

Fungus disease of the lung is a subject of fasci- 
nating interest. So little is known ‘about the high- 
er bacteria that it is impossible to classify the more 
important of the fungi. Ch‘ef among the higher 
bacteria or nocardia are actinomycosis and strep- 
tothrix. Actinomycosis is very prone to attack the 
lung and produces a lesion resembling a neoplasm. 
The yellow sulphur granules are found in the exu- 


|| 

AU! 

date 

A 

that 

pat! 

and 

lun; 

pro 

ind 

teri 

nos 

mol 

duc 

rea 

spt 

| cal 

cel 

cw 

nu 

ed 

cb 

bl 

bi 

by 

th 

| 

ot 

p 

e 

il 

a 

il 

p 

} 

| 


AUGUST, 1930 


date from actino-mycotic lesions and are diagnostic. 

Another group of the fungi is yeast; not unlike 
that glorified by Fleishmann, differing only in 
pathogenicity. Monilia, torula histolytica and cidia 
and all pathogenic although they do not attack the 
lung to the same extent as the blastomyces which 
produce an infiltration not unlike, and sometimes 
indistinguishable from, tuberculosis. The charac- 
teristic double ringed spore in the sputum is diag- 
nostic. Coccidoidial granuloma, an affection com- 
mon to the San Joaquin Valley in California, is pro- 
duced by the coccidoidal imitis which produces a 
real endospore. Mention must also be made of the 
sporothrix and aspergillus, or members of the mold 
group. 

The study of the fuso-spirochetal diseases has 
caused us to alter our conceptions with regard to 
certain disease entities of the lung. Evidence is ac- 
cumulating from clinical, bacteriological, patholog- 
ical and experimental studies to indicate that a 
number of pulmonary infections, previously regard- 
ed as distinct diseases, are in reality different man- 
ifestations of one type of infection. This group in- 
cludes pulmonary gangrene, pulmonary abscess, 
bloody bronchitis, putrid bronchitis and primary 
bronchiectasis. Their common origin is suggested 
by the frequent occurrence of two or more of 
these conditions in the same patient. Abscess may 
exist in one part of the lung and gangrene in an- 
other, or a patient with an abscess may develop 
bronchiectasis in a neighboring bronchus, as is ap- 
parently the case with the patient under discussion. 
The bacteriology of these disorders has been work- 
ed out by Dr. David Smith of Raybrook Sanatorium 
in New York. The spirochete of Vincent’s angina 
and the treponema microdentium are always found 
in association with fusiform bacilli. There are also 
present vibrios and small cocci. Apparently a com- 
binat'on of the four organisms is necessary for the 
production of the pulmonary lesion. Scrapings 
trom the teeth of a patient suffering from moderate 
pyorrhea have been injected by the intratracheal 
method into anesthetized guinea pigs and rabbits. 
All types of pulmonary disease, from bronchiectasis 
to pulmonary gangrene, can be produced. 

Smith reports the case of a dentist who appar- 
ently aspirated spirochetes while working on the 
tecth of patients suffering from pyorrhea. He de- 
veloped acute fusospirochetal disease of the lung, 
which responded rather promptly to arsenicals. In 
fact it is the experience of many observers that the 
spiroch<tal disorders respond rather well to intra- 
venous arsenicals and that the odor completely dis- 
appears. 

In the animals injected arsphonamine usually pro- 
duced a prompt improvement. If the arsenicals are 
given before there is any appreciable damage to the 
ers of the bronchi, bronchiectatic cavities remain 
been a destruction of the elastic and muscular lay- 
ers of the bronchi, bronchiestatic cavities remain 
but the odor and sputum are largely done away 
with. I have seen several cases of bronchiectasis in 
which the odor was done away with by the use of 
arsenicals. 

Turning to our case we see that there are a num- 
ber of things which incline us to believe that there 
is a spirochetosis; the sputum is foul and contains 
spirochetes, and the history suggests lung abscess 
or bronchiectasis. On the other hand, the condition 
did not clear up under arsenic although we are told 
that there was some improvement. 

PART 3. 
DR. HARRY T. SOUTHWORTH 


Dr. McCarty has presented to you the differential 
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diagnosis of our case and Dr. Flinn has gone into 
the minutiae of the pathogenic organisms which 
might be considered and some of which are to be 
considered. 

I should lik: to approach this case from a differ- 
ent angle and first call your attention to some fun- 
damentals of the léistory in this case. It is stated 
that two years ago our man had bronchitis and, if 
you look at the history you will see that “bronchi- 
tis” is in quotation marks. It does not say how long 
he was sick, if he had a fever, or anything except 
that he had bronchitis. He seemed to be perfectly 
well for a year and four months or until nine 
months ago. Then he gives a history of having sud- 
den severe pain below his right scapula lasting only 
a few minutes. Apparently it did not even make 
him catch his breath. Certainly there is no history 
that he went to bed or even quit his work. It does 
say definitely that he felt well for a week. Then 
he began spitting from two to three cups of foul 
sputum a day and following that he had fever. 
From then until admission he could work only one 
or two days a week. That much sputum shows a 
purulent infection of the lung or lungs. It does not 
seem to be consistent with that of bronchitis only, 
that he should have that sharp pain under the right 
scapula for a few moments and then suddenly to 
raise three cups of blood-streaked sputum. 

We must look for something that will produce a 
foul, putrid sputum of two or three cups a day. 
What are they __ Bronchiectasis, which will be dis- 
cussed later, tuberculous cavity, putrid bronchitis 
(no one seems to know what that means), gangrene 
of the lung with foul sputum, an empyema ruptur- 
ing into the lung, interlobar abscess rupturing into 
a bronchus, hepatic abscess rupturing into the 
lung, subdiaphragmatic abscess rupturing into the 
lung and neoplasm. 

We can not absolutely rule out tuberculosis and 
tuberculous cavity. We can hardly conceive of neo- 
plasm acting in this manner—the physical findings 
would have been more definite. We can rule out 
subdiaphragmatic abscess rupturing into the lung, 
and hepatic abscess reupturing into the lung. 

This man presents a picture of sputum, which is 
foul, spirochetes in the sputum, evidence of a con- 
tracted lung, evidence of fibrosis, evidence of a 
heart being pulled to the right and further, clubbed 
fingers. There are many authors who say that 
tuberculosis per se never gives rise to clubbed fin- 
gers. We have seen this is our own experience. 
Perhaps nothing does this so quickly as bronchiecta- 
sis and abscess. Is it not quite safe to assume that 
his bronchitis of two years ago—possibly influenza 
to begin with, resulted in bronchiectasis or multiple 
abscess? It is certainly compatible with the his- 
tory and physical findings. We believe that this 
man had perhaps one fairly sizable abscess but 
centrally located, which would not be revealed by 
physical examination or x-ray. It is true there 
was much shading which seemed to center around 
the root of the right lung, but the entire lung was 
more or less mottled, presumably the result of 
bronchopneumonia and consequent fibrosis. Multi- 
ple lung abscess or bronchiectasis or even emphy- 
sema, gives that picture of mottled lung. 

We believe that this man was given salvarsan 
because of the spirochetes found in his sputum. 
He was discharged from hospital and came back 
no better, but physical findings indicate that he 
was better in that the sputum was not so foul. 
However, there was further extension of the pro- 
cess in the apex. Does the fact that this man had 
an involvement of the entire lung argue against 
bronchiectasis? No. It has been stated that if you 
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have an involvement of the lower portions of either 
lung, with clear apices it is almost a foregone con- 
clusion that the patient has not a tuberculous in- 
fection but probably has bronchiectasis. However, 
that does not mean that if you have the involve- 
ment of all lobes it is not bronchiectasis. 

This man returned to the hospital apparently im- 
proved but with progression of the condition. He 
was operated and we believe that operation was 
done with the idea of destroying the rigidity of 
the chest wall for the purpose of surgical collapse 
and possibly to drain some interlobar or central ab- 
scess. Almost immediately following the operation 
he ‘was cyanosed and had symptoms of shock al- 
though the blood pressure did not drop. He was 
given oxygen and at midnight he died. We can not 
go so far as to say what caused death. He may have 
had so-called pleural shock, which Lilienthall says 
is nothing more than air embolism. 

Messter and Jaches of New York give the follow- 
ing figures, which I think are very interesting: 

Aspiration Abscess 
Post operative—Tonsillectomy 21 
Other operations 6 

Following unconscious states 


Submersion 2 
Morphine 1 
Alcoholic 1 
Foreign body 2 
Acute pneumonic gangrene 16 
Non Aspiration Abscess 
Chronic pneumonic 21 
So-called Grippe 21 
Emplyemic 1 
Miscellaneous 
Embolic (suppurative thrombo- 
phlebitis) 1 
Tuberculosis 2 
Secondary to carcinoma of lung 1 
Secondary to carcinoma of 
esophagus 1 
Actinomycotic 1 
Diabetic 
Syphilitic 1 


Our diagnosis is multiple lung abscess or bronchi- 
ectasis. 


The discussion at the Massachusetts Gen- 
eral Hospital Weekly Conference was as fol- 
lows (in part). 

DR. RICHARD C, CABOT 

If this history is accurate it means lung abscess 
or bronchiectasis. Spitting up quantities of foul 
sputum is as nearly pathognomonic as anything we 
have. It seems as if this history all comes back to 
the things we started with, foul sputa and symp- 
toms in the right chest whereby we expect abscess 
or bronchiectasis. 

The x-ray plates show a great deal of mottling. 
In the earlier plate it looks as if it was higher up. 
It is a good deal more diffuse than I should have 
expected from the history, more like bronchiectasis. 

In giving injections of neoarsphenamin they 
were not thinking at all of syphilis but were giving 
it because the spirochetes found in the lung 
might respond in the way other spirochetes do. 

DIFFERENTIAL DIAGNOSIS 


I have not a doubt that before this operation was 
done either the patient or his friends were told 
that there was a pretty good chance of its produc- 
ing this result. That is, a lung abscess under these 
conditions has a poor prognosis. He had been sick 
for a long time and I imagine he said he would 
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rather take his chances knowing that his 
chances were poor. 

I do not see that we have anything outside the 
chest to consider. It looks as if the heart had gone 
over towards the right, presumably by contraction 
of that lung, with a fibrotic process around the ab- 
scess. Just where the abscess is or whether there 
were multiple abscesses I do not know. I should 
suppose there were multiple abscesses. They did 
not reach any single cavity by the bronchoscopy. 
They hoped that they might be able to drain some- 
thing that way. The fact that they did not reach 
it or see it seems to mean that it is not very close 
to the hilus. I do not see any reason to believe that 
the heart is abnormal. 


Of course this is the sort of case in which we 
gent renal and splenic amyloid, but we have no ev- 
idence of amyloid, no enlargement of the spleen and 
no urinary changes. So we have just to mention 
the possibility and leave it. 

In the right lung there ought to be a lot of 
fibrotic change, a lot of fibrosis, presumably adhe- 
sions, I should suppose abscess. It is the sort of 
case where the distinctions are not very important. 
The reason I prefer to call it abscess is because of 
the sudden onset. Bronchiectasis generally comes 
on gradually, not as this apparently did suddenly. 

They had a first rate chance to find tubercle bac- 
illi. I think in a case like this that negative find- 
ings of tubercle bacilli are very good evidence 
against tuberculosis. One negative sputum is noth- 
ing, but six or twelve are strong evidence. Then 
advanced tuberculosis is almost certain to show 
something on the other side, and there is nothing 
by x-ray on the other side. 

X-RAY INTERPRETATION, FIRST ADMISSION 

The findings are those of a chronic destructive 
and fibrosing process chiefly in the hilus but reach- 
ing the major portion of the entire right lung, con- 
sistent with abscess. 


X-RAY INTERPRETATION, SECOND 
ADMISSION 


The findings are consistent with abscess. 


CLINICAL DIAGNOSIS (FROM HOSPITAL 
RECORD) 


Chronic lung abscess. 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Multiple lung abscess with chronic _ interstitial 
penumonitis and probably some bronchiectasis. 
DR. TRACY B. MALLORY 
ANATOMIC DIAGNOSIS 


Bronchiectasis. 

Chronic interstitial pneumonitis. 

Bronchopneumonia. 

The important lesion in the case was a marked 
fibrosis of the right upper and middle lobes with 
great dilatation of the bronchi and numberous thin- 
walled cavities leading off the bronchi filled with 
slightly foul semipurulent material. Pathological- 
ly it is a little more typical, I should say, of bron- 
chiectasis than of multiple abscesses. The changes 
‘n the bronchi were very marked indeed. The walls 
were three to four times the normal thickness, and 
there was definite dilatation extending well down 
into the smaller branches. The left lung showed a 
marked degree of compensatory’ emphysema and 
also an early bronchopneumonia. 

The heart was entirely negative. 
no hypertrophy of the right heart. 

His death came two hours after the operation. It 
seems almost certain that pneumonia must have 
started before his operation, and possibly the note 
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that his respirations rose to thirty on the after- 
noon before operation signifies the onset of pneu- 
monia which was not suspected clinically. Pneu- 
monia is a common termination of these cases. If 
material is partially expectorated and then drawn 
down through the bronchi into the lung a sudden 
onset of pneumonia is of frequent occurrence. The 
fresh pneumonia did show a great variety of organ- 
isms in the alveoli similar to those found in the ab- 
scess cavities on the other side. 


Dr. Cabot: The only puzzling point to me is still 
the one I spoke of,—the sudden beginning of this 
process. Of course we can say that is due to an im- 
perfect history, that his English was not very good. 
It is hard to think of bronchiectasis, beginning sud- 
denly. 


MEDICAL INFORMATION IN SICKNESS AND 
HEALTH. By Philip Skrainka, M. D., formerly 
editor of “Medicine and Surgery,” etc. Foreword 
by W. A. Newman Dorland, A. M., M. D., F. A. C.S., 
Professor of Gynecology and Obstetrics and head 
of the Department of Obstetrics in the Post Grad- 
uate Medical School of Chicago; author of “The 
American Illustrated Medical Dictionary, etc. Cloth. 
Pp. 577 Coward-McCann, Inc., New York. 


The scope of this book is broad, including the im- 
portant diseases of the various fields of medicine. 
Innumerable diseases and disorders, including the 
various systems of the body have been reduced to 
such simple description as to be understood by the 
non-medical mind. Relative values of the symp- 
tomatology of even the most intricate and complex 
diseases are interpreted so that their connection 
with serious or inconsequential processes is dis- 
tinguished. Consequently by this means it serves 
not only as a guide to the kind of medical service, 
general or special, which should be sought, but also 
as a means of alleviating the apprehension so fre- 
quently produced by disconcerting yet insignificant 
symptomatology. On the other hand, the author’s 
broad medical conception has been definitely shown 
in the opposite direction by the continuous advice 
to the reader throughout, to apply always to reput- 
able medical service for relief of those complaints 
indicating the onset of serious disease. As stated 
by the Journal of the American Medical Association 
“this book debunks many of the current health 
fads.” While the work is written primarily for the 
laity, the information contained therein may be pe- 
rused advantageously by the entire profession. It 
cements the relation between the doctor and the 
public by explaining just when the physician needs 
to be called, and, in the case of emergency, what to 
do until he gets there. It discourses also on social 
medicine and the philosophy of health and disease. 
It is orthodox and authoritative and discloses many 
of the fallacies of the current health fads. The 
book in no way attempts to supplant the work of 
the physician but is the most up-to-date reference 
for the laity as to the worth of the legitimate med- 
ical profession. The author has treated the dif- 
ficult subject in a simple and engaging style. The 
technical make-up is good, the print is large and 
clear. The book is attractive and thoroughly in- 
structive to the general practitioner and offers au- 
thoritative information for the laymen. 


ALIMENTARY ANAPHYLAXIS (Gastro-intes- 
tinal Food Allergy): By Gue Laroche, Charles Rich- 
et Fils and Francois Saint-Girons, Paris, France; 
Foreword by Professor Charles Richet, of the Fac- 
ulty of Medicine of Paris, Member of the Institute 
and of the Academy of Medicine; translated by Mil- 
dred P. Rowe and Albert H. Rowe; preface by Al- 
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bert H. Rowe; University of California Press; 
Berkeley, California; 1930. 


This is a small volume of 139 pages—pocket size. 
The contents are of such extreme importance and 
so little understood By the average practitioner, not 
especially interested in sensitization work, that ev- 
ery physician should read it. The allergists will 
all wish to own the book. 


The subject matter deals with alimentary sen- 
sitization to food but in places they touch upon oth- 
er types of sensitization than those of the ali- 
mentary canal. 


When patients complain that they cannot eat 
certain foods because they get pain or nausea or 
distress of one type or another physicians are 
prone to think the conditions are imaginary. Such 
reactions may be severe and perhaps dangerous. 


I agree wholly with the authors in practically ev- 
erything they have to say about food sensitization 
in the alimentary canal. There is one statement 
which surprised me and that is that small amounts 
of foods produce sensitization whereas large 
amounts lead to immunity. In other places, howev- 
er, for example on page 85, they say that patients 
sensitized to certain foods may eat them in small 
amounts whereas they cannot take them in large 
amounts without developing sensitization. 


I have observed that the withdrawal from the 
diet of foods that persons are sensitized to may af- 
ter a time eat that food in small amounts. It is very 
gratifying to me that these writers have found the 
same thing. Other points in which their work 
confirmed mine or vice versa is that sensitized pa- 
tients should not take large amounts of any particu- 
lar food and the administration of digestants may 
be of great aid in helping the patients to overcome 
reactions. 


These authors claim the giving of pepsin and 
trypsin one hour before meals is of great value. 

They have not, however, apparently discovered 
that most sensitization cases have an inadequate 
supply of hydrochloric acid in the stomach and that 
administration of acid is a great help in many of 
the cases. 

I should like what I have said in this review to 
cause many physicians to purchase this little book 
and study it. 


THE COLLECTED PAPERS OF THE MAYO 
CLINIC AND THE MAYO FOUNDATION FOR 
1928; Volume XX; Edited by Mrs. M. H. Mellish, 
Richard M. Hewitt, M.D., and Mildred A. Kelker, B. 
S.; Octavo volume; 1197 pages; 288 illustrations; 
Philadelphia and London; W. B. Saunders Company; 
1929 Cloth, $13.00 Net. 

This is the twentieth year for these volumes. This 
one has 214 contributors and 429 papers; 81 of 
which are reprints, 43 abridged and 72 abstracts; 
233 are referred to by reference only. The volume 
has 1197 pages, of which 334 are devoted to the ali- 
mentary tract, 150 to the genito-urinary organs, 
113 to the ductless glands, 88 to blood and circu- 
latory organs, 27 to skin and syphilis, 85 to head, 
trunk and extremities, 69 to chest, 60 to brain, 
spinal cord and nerves and 21 to miscellaneous sub- 
jects. 

There is an index of contributors, a bibliographic 
index and an excellent index of subjects. 

Medical men generally are aware of the large 
amount of splendid research which is being done at 
the Mayo Clinic and will appreciate these collected 
reports. 
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CAUSES OF DEATH TWO HUNDRED YEARS AGO. 


There recently came into our hands a copy of an English newspaper (The North- 
ampton Mercury), in which were reproduced items of news “Two Hundred and Ten 
Years Ago.” Among them was this “Week y Bill of Mortality” of the city of London 
for the week ending April 29, 1720, reproduced here for the entertainment of our read- 
ers: 


Northampton Mercury. 


London? SheWeekly Bill of Mortality, From luefday, April 19, 
to Tucfday, April29, 1720. 
*Bortive — 1] Head-ach Small Pox 
Aged. — 40| Headmouldfhot — Spleen — 
Ague — - -2 Hooping Cough --- Stilborn 
Apoplexy —— — 
Afthina — { Jaundice, 
Cancer a} Loofenefs 


Stone 
Stoppage in the Stomaeh 
Suddenly 


Childbed — Lungrick Swine Pox. 


Tifick 
Twifting of the Guts — 
Worms 


‘Convullion —— 143; Nbttification , — 
Dropfie — 14} Pleurilf — 
French Pox Rickets 
Gripirg ofthe Cuts 9 | Riftng ef the Lignts 


i 
1 
1 
i 
I 
Confumption ~-—— +65} Mesfes 2| Teeth 
4 
1 
4 
2 


Chriften'd 331, buried 515., Decreafed-in the Burials this Week 20, 


CASUALTIES. | 

Drowned in the Wet Dock, at St. Mary at Rotberbith, 2. Found 
dead; one ina Coffin, at St. Bennet, Paul*s Wharf; and one inaWell 
‘at Olave in Southwark, Exeeuteder. Kill'd3 oneaccidentally, by 
the Wheel of a Waggon, at St. Saviour in Southwark, and one by the 
Wheel of aCart, and one by the Kickof a Horfe, at St, Giles‘s in 
the Fields. Overlaid s, Suftocated ina Wafh-Tun, at St. Saviour int 
Southwark, 1: 


AL 
( 
J. 
Gy! 
ma 
co. 
qu 
1S 
of 
Ci 
d 
P 
f 
i 
| 


AUGUST, 1930 


(The following appears as an editorial by William 
J. Mayo, in the August, 1930, issue of Surgery, 
Gynecology and Obstetrics, and summarizes in his 
masterly style the present situation with regard 
to the cancer problem.) 


AGAIN THE CANCER PROBLEM 


The recent use of an extract of suprarenal — 


cortex, in combating cancer, has received 
such wide publicity as again to attract gen- 
eral attention to the cancer problem. The 
question arises: what can we tell the laity 
about cancer? 

First, it can be said that cancer never de- 
velops in sound tissues, and this knowledge 
is manifested in the understanding of physi- 
cians of the danger of permitting sources 
of chronic irritation to continue. Second, in 
the early stages of malignant change surgi- 
cal removal of the growth, or. in suitable 
cases, the use of radiotherapy gives a high 
percentage of cures. 

It is difficult, however, for the laity to an- 
preciate to what extent cure is possible in 
cancer. and in their very fear of a condition 
which thev believe to be hopeless they often 
delay surgical consultation. This widespread 
pessimism exists because when death occurs 
from cancer. the cause of death cannot be 
concealed. whereas versons who have been 
operated on successfully for cancer hide the 
fact that they have had malignant disease 
because general knowledge of it would stand 
in the way of their future advancement. As 
a consequence the public has known much of 
the horrors of the disease and little of its 
curability. 

The close relation of chronic irritation to 
cancer of the visible surfaces of the body 
cannot be controverted. For instance, can- 
cer of the scalp is common among the Chi- 
nese, who shave the head with dull and 
rough-edged instruments, and is uncommon 
among peoples who do not have this prac- 
tice. In China the men eat at the first table. 
when the rice is hot, and their practice of 
throwing the rice by means of chopsticks 
with considerable force into the posterior 
nart of the pharynx and the first vortion of 
the oesophagus, results frequently in can- 
cer in this situation. The Chinese women, 
who eat at the second table when the rice is 
cold, do not often so suffer. 


A form of cancer of the mucous mem- 
brane of the mouth which is common in the 
Philippines and in parts of India, is the re- 
sult of chewing the betel nut, which, wrap- 
ped in its leaf with lime, is carried almost 
constantly in the cheek. Note the great re- 
duction in cancer of the mouth and about 
the gums as the result of good dentistry, 
and in cancer of the lip with the disappear- 
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ance of the clay pipe. It is said that cancer 
of the breast, so common in civilized women, 
has no corresponding frequency in women 
of those races who leave the breasts expos- 
ed. In the mountains of Kashmir, where the 
natives carry charcoal braziers filled with 
hot coals strapped to the lower abdomen, 
cancer of the skin just above the pubes is 
common. 

The relation of chronic irritation to can- 
cer of the external surfaces of the body is 
paralleled by cancers of the internal surfac- 
es, but the evidence is necessarily indirect. 

Cancer of the gall bladder is seldom seen 
except in connection with gall stones, and 
even those investigators who do not believe 
that cancer of the stomach often has its 
origin in ulcer, admit that cancer on ulcer 
does not occur in a vercentage of cases which 
Hurst, of Guv’s Hospital, London, puts at 
about 20 per cent. In our own experience, 
while the percentage in which the histologi- 
cal examination of excised cancers of the 
stomach for evidence of preceding ulcer 
varies in different series of cases, the devel- 
opment of gastric cancer on some type of 
demonstrable precancerous disease, such as 
ulcer, is present in more than 25 per cent. 
When cancer of the mesoblastic structures 
occurs, the preceding source of chronic irri- 
tation is probably biochemical in nature. 


When we attempt tc explain what happens 
in chronic irritation in relation to cancer, 
there are two outstanding points of view. 


First, it is believed that some microorgan- 
ism or other outside agent enters the body 
and gives rise to cancerous growth. How- 
ever, if this were true, secondary cancers 
would show the histopathological character- 
istics of the organ in which they occurred, 
whereas they show those of the original le- 
sion. For instance, if a cancer originating 
as an adenocarcinoma of the mucous mem- 
brane of the stomach extends to the liver 
by metastasis, the new-growth proves to be 
not a cancer of the liver, but a cancer of 
the mucous membrane of the stomach in 
the liver, proving that the malignant cell 
itself has been transplanted to the liver, and 
is itself parasitic. 

Second, it is equally probable that when 
a breach of continuity in the tissues occurs 
as the result of long-continued chronic irri- 
tation, the attempt is made first to heal the 
defect with normal cells, but in the course 
of time, as the reparative processes are ex- 
hausted, cells less and less mature are 
thrown into the breach, until finally embry- 
onic cells, but the best that can be supplied, 
replace the normal epithelium and take on 
malignant change. 
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This brings up an interesting side line of 
thought, and that is that the age of cells 
and their condition must play a prominent 
part in the development of malignant dis- 
ease. Perhaps the reason cancer usually ap- 
pears after middle age is that the cells of 
the body have lost the reparative power of 
youth, have a lessened immunity, and there- 
by have become more vulnerable. Again 
those organs of the body which have a rela- 
tively short heredity are more often involv- 
ed than organs which we know to be more 
primitive and which might be said thereby 
to have gained hereditary resistance to the 
disease. 

In this connection, the frequency of can- 
cer of the stomach and of the large intes- 
tine and rectum, what might be called mod- 
érn lorgans of convenience, as contrasted 
with the infreauency of cancer of the more 
primitive small intestine with its ancient 
heredity, is suggestive. Malignant disease 
of the testis, which is the primitive organ, 
is rare as contrasted with the many vari- 
eties of malignant disease of the ovary, a 
relatively recent organ derived from the 
primitive testicle. One can carry such a the- 
orv still further and point out the great in- 
cidence of cancer of the breast and the 
uterus in women at the menopause, where- 
as in men there is no such frequency of can- 
cer in the generative organs, ‘because no 
comparable senile change takes place. 

If we attempt to visualize the problem of 
cancer, therefore, certain factors must be 
borne in mind. The age and the condition of 
the bodily cells, especially those cells that 
have a protective function, must be consid- 
ered. Again, those organs of the body, the 
breast and the uterus, which undergo early 
senility, carry with them an increasing risk 
of cancer, and finally, the only reasonable 
explanation why 90 per cent of persons do 
not have cancer and why 10 per cent do 
have cancer is that there is a varying de- 
gree of immunity in individuals to the cause 
or causes of cancer, which leads to the hope 
that resistance to this disease may be in- 
creased as it has been in other diseases of 
man. 

W. J. MAYO. 


BOOK REVIEWS 


ROENTGENOLOGY: Its Early History, Some 
ORVILLE H. BROWN, M. D. 
Associate Editor 

Basic Physical Principles and the Protective Meas- 
ures; by G. W. C. Kaye, O. B. E., M. A., D. Sce., F. 
Inst. P.; forty-nine allustrations; Paul B. Hoeber, 
Inc.; New York; $2.00. 

This is a small volume of 157 pages but it has a 
world of material about x-ray, its development and 
use. 
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The first chapter is of the history of Roentgen’s 
discovery. Professor Wilhelm Konrad Roentgen of 
Wurzburg, Bavaria, discovered the rays, which now 
bear his name, upon June 8, 1895, by applying thou- 
sands of volts to an exhausted discharge tube. Many 
physicians yet living can testify to the excitement 
produced by the discovery. 

The author in giving the foundation for Roent- 
gen’s discovery cites the work of Gilbert, the al- 
chemist who led in early discoveries in electricity. 
Torricelli, in 1643, discovered the vacuum produced 
by a barometric column of mercury. Von Guericke 
devised the air pump. Boyle discovered Boyle’s 
Laws and the use of the barometer. In about 1705 
Hauksbee conducted experiments upon electrical dis- 
charge in a vacuum. Stephen Gray next found that 
metal wires conducted electricity. Abbe Nollet learn- 
ed that there was no necessity to keep an electrical 
machine within a vacuum. Benjamin Franklin did 
the kite experiment and discovered the electrical 
nature of lightning. Davy and Faraday experiment- 
ed with discharge tubes. 

Other names connected with research in electric- 
ity which made possible the work of Roentgen are: 
Geissler, Plucker, John Henry, Grove, Ruhmkorff, 
Hittorf, Gassiot, Maxwell, Crookes, J. J Thompson 
and others 

The nature of the Roentgen ray is discussed in 
chapter two Other important chapters discuss 
Roentgen ray protection, working conditions in 
roentgenography, measurement of protective val- 
ues, and future of roentgenology This is a most in- 
teresting little book 


RESEARCH AND MEDICAL PROGRESS AND 
OTHER ADDRESSES: By J. Shelton Horsley, M. 
D., Attending Surgeon, St. Elizabeth’s Hospital, 
Richmond, Va. St. Louis; C. V. Mosby Company, 
1929; $2.00. 

There are fifteen addresses with the following ti- 
tles: Research and Medical Progress, Physiology 
and Modern Surgery, The Influence of Physiologic 
Research on Modern Surgery, The Ideals of the Sur- 
geon, The Career of a Surgeon, Shall Surgeons Tell 
the Truth, Stomach Trouble, The Mimicry of the 
Symptoms of Peptic Ulcer and Cancer of the Stom- 
ach, Some Considerations Concerning the Treat- 
ment of Cancer, Modern Methods of Preoperative 
and Postoperative Treatment, The Medical Profes- 
sion of Virginia, The Medical Profession of Virginia 
and State Medicine, Politics and Medicine, The Vir- 
ginia Academy of Science—our Fifth Estate. 

The reviewer was so interested that he read them 
all. Dr. Horsley is an entertaining writer and is a 
deep thinker and whatever he has to say is always 
worth study. He writes with a facile pen. : 

Two errors were noticed. On page 103, the 12th 
line from the top, the letter “a” is left out of the 
word perforated and on page 191, the third para- 
graph, fifth line, the word “in” is used where “it” 
is evidently intended. The book has a good index. 


PRACTICAL MATERIA MEDICA—An Introduc- 
tory Text to the Study of Pharmacology and Thera- 
peutics Designed for Students of Medicine; by Clay- 
ton S. Smith, Ph. D., M. D., Professor of Physiologi- 
cal Chemistry and Pharmacology in the College of 
Medicine of the Ohio State University; and Helen 
L. Wikoff, Ph. D., Instructor in Physiological Chem- 
istry and Pharmacology in the College of Medicine 
of the Ohio State University; Lea and Febriger, 
Philadelphia; 1929. 

This book has been written primarily for the med- 
ical student and hence is presented in simple lan- 
guage and is as brief as possible. The surprising 
thing about this book is the world of material which 
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Inhalant Ephedrine Com- 
pound, No. 20, for treatment of head 
colds and nasal congestion. A combina- 
tion of 1 percent ephedrine in oil, with 
camphor 0.66 Gm., menthol 0.66 Gm., 
and oil of thyme 0.31 cc. in 100 cc. Sup- 
plied in ounce and pint bottles. 


Ephedrine Jelly contains ephedrine 
sulphate 1 percent, eucalyptol 0.1 per- 
cent, with aromatics in a water-soluble 
base. Designed for use with children. It is 
supplied in one-half ounce nasal-tip tubes. 


4 


Other Lilly Ephedrine Products supplied 
throughthe drug trade: Ampoules Ephed- 
rine Sulphate, 3/4 gr., 1 cc.; Hypo- 
dermic Tablets, 1/4 gr. and 1/2 gr., of 
both ephedrine sulphate and ephedrine 
hydrochloride; Syrup of Ephedrine, 
1 gr. to the ounce, and 2 grs. to the ounce. 


Three percent aqueous 
solutions of both ephed- 
rine sulphate and hy- 
drochloride are avail- 
able, for use full strength 
or diluted with distilled 
water as preferred by 
physicians. Supplied in 
ounce and pint bottles. 


Inhalant Ephedrine Plain, 
No. 21, designed to meet the require- 
ments of physicians who prefer a plain 
oil solution uncombined with other 
agents. Indications same as for Inhalant 
Ephedrine Compound, No. 20. Supplied 
in ounce and pint bottles. 


The formula for Ointment Ephedrine 
Compound is identical with that of 
Inhalant Ephedrine Compound, No. 20, 
except that the ointment has a base of 
petrolatum. Convenient for travelers. It is 
supplied in one-half ounce nasal-tip tubes. 


re 
4 


Two sizes are available in Pulvules (filled 
capsules ) of both ephedrine sulphate and 
ephedrine hydrochloride for oral use. 
Supplied in 0.025 Gm. (3/8 gr.) Pul- 
vules and 0.05 Gm. (3/4 gr.) Pulvules 
in bottles of 40 and 500. 
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is included in three hundred pages. The author has 
inserted many structural formulae which add much 
to the interest and value of the book, especially for 
those who have had advanced training in chemistry. 
The general practitioner and all others who pre- 
scribe drugs should find this a practical book. 

THE TREATMENT OF FRACTURES; By Lor- 
enz Bohler, M. D., Chief Surgeon and Director of the 
Vienna Accident Hospital; Authorized English 
Translation by M. E. Steinberg, M.D., M.S., of 
Portland, Oregon; Formerly senior officer on the 
surgical service to the U. S. Veteran’s Bureau at 
Portland, Oregon; 234 illustrations. Vienna; Wil- 
beln Maudrich; 1929; $5.00. 

Professor Bohrler has had extensive experience 
in the treatment of fractures during the last 19 
years. His work is based on the treatment of 10,000. 
or more fractures and the study of about 70,000 
roentgengrams. He was at the front during the 
world war in a 200 bed hospital and was privileged 
to treat many fractures. All kinds of fractures and 
their treatments are discussed. The 234 illustrations 
are all excellent. The book contains 185 pages. The 
type is clear and readable. The language is excel- 
lent. The work of the translator is commended. 
Unfortunately the book has no index. There is, how- 
‘ver, an extensive table of conents. This should 
prove to be a practical book for those treating frac- 
tures. 


TREATMENT IN GENERAL PRACTICE: By 
Harry Beckman, M. D., Professor of Pharmacology 
at Marquette University, Milwaukee, Wis.; Phila- 
delphia and London. W. B. Saunders Company; 
1930; $10.00. 

Every once in a while the reviewer of medical 
books has a surprisingly pleasant task. When I 
first came to Arizona I once remarked to a real es- 
tate man that I understood that one purchasing farm 
land here should be careful or he might get a poor 
tract of land. He replied that there was no poor 
land in Arizona but that some land was better than 
others. So I would say about books. There are rel- 
atively few poor books, or books without laudable 
purposes, being published; but certain books are bet- 
ter than other books. This is one of the remarkably 
good books with a worthy purpose. 

Dr. Beckman realizes that the ordinary medical 
school gives too little time to therapeutics as com- 
pared to the time spent on other subjects. We have 
all had the general feeling that if a correct diagno- 
sis is made the treatment is relatively easy. Un- 
doubtedly this is true. The question of making a 
correct diagnosis is far more difficult than treat- 
ment but this does not justify the ignoring of treat- 
ment as much as it has been ignored.| Most of us 
have, as a result, been all too weak on treatment. 

The book is designed wholly for the purpose of 
forwarding scientific treatment of disease. It is 
written in good language. In many places the auth- 
or has quoted directly from the original articles re- 
garding the line of treatment he recommends. He 
also uses his own experience, which evidently has 
been large, whenever he feels justified in doing so. 

In his preface he says that the true authors of the 
beok are the men and women whose names appear 
in the bibliography. This is a fine thing for him 
to have said. It is impossible to review the book just 
aus it would be impossible to review a dictionary. I 
have read a great number of his paragraphs and 
chapters and I am impressed that his methods of 
treatment are sane. 


A TEXT-BOOK OF PHARMACOLOGY AND 
THERAPEUTICS; By Hugh A. McGuigan, M. D., 
Professor of Pharmacology and Therapeutics, Uni- 
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versity of Illinois, School of Medicine, Chicago; 
octavo volume of 660 pages; illustrated; Philadel- 
phia and London; W. B. Saunders Company; 1928; 
$6.00 net. 

This is a handy volume of 660 pages. It is not 
over an inch and one-half thick; therefore it is easy 
to handle. It contains a world of material upon the 
latest knowledge of the sources, chemistry and ac- 
tion of drugs. 

McGuigan is both concise and definite in his lan- 


‘guage, and hence says a great deal with relatively 


few words. His words are carefully selected. The 
reviewer, with the time he spent with the book, 
noted but one errro. On page 293 the word tubercu- 
lar is used where tuberculous more nearly gives the 
meaning intended. 

The index covers 32 pages, three columns to the 
page. It is therefore extensive and appears most 
practical. Physicians who wish to keep abreast of 
the times on pharmacology will do well to obtain 
this book. 


MEDICAL CLINICS OF NORTH AMERICA; 
Volume 13, No. 3; New York Number, November, 
1929; Octavo of 272 pages with 58 illustrations; Vol- 
ume 13. No. 4; Philadelphia Number; and the Jan- 
uary, 1930, Number: Octavo of 301 pages, illustrat- 
ed; Per Clinic year, July 1929 to May 1930, paper 
$12.00; cloth, $16.00; Philadelphia and Londan; W. 
B. Saunders Company. 

The New York Number has many interesting arti- 
cles among which may be noted the following ti- 
tles: Pernicious Anemia hy Drs. Tenney, Lintz, Jes- 
sup and Brooks; Functons of the Gall Bladder by 
Drs. Held and Goldbloom; Neurologic Clinic by Dr. 
Samuel Brock; Etiology of Heart Disease by Dr. 
Harold E. B. Pardee, and Presentation of the Con- 
stitutional Type by Dr. George Draper. In all there 
are sixteen articles and clinics, anyone of which is 
interesting reading. 

Among the interesting subjects found in the Phil- 
adelphia Number are: Sporadic Typhus Fever by Dr. 
George Morris Piersol:; Prophylaxis in Childhood by 
Dr. John C. Gittings; Bronchial Obstruction by Drs. 
Funk and Clerf; A Comparative Clinical and Roent- 
gen Study of the Heart Borders by Drs. Miller and 
Gershon-Cohen; Angina Pectoris by Drs. Wolferth 
and Wood; Lipoid Nephroses by Dr. James E. Cot- 
trell: and a second article on the same subject by 
Dr. James E. Talley (in this article phenolphthalein 
is considered as a cause of lipoid nehprosis); The 
Hypoglycemia Hazard in the Treatment of Diabetes 
Mellitus by Drs. Garfield S. Duncan and David S. 
Polk: Failure of Salt Restriction in the Treatment 
of Hypertension by Dr. J. M. Hayman, Jr.; and 
Purpura, an Essential Thrombocytopenia by Dr. 
Harold W. Jones and Agranulocytosis by Drs. Tal- 
ley and Griffith. 

The reviewer found these articles so profitable 
that he is keeping the volumes in his bed-side li- 
brary. reading them one after the other as time is 
available. 


A MANUAL OF PROCTOLOGY; by Chittenden 
Hill, Ph. B., M. D., F. A. C. S. Instructor in Proc- 
tology, Harvard Graduate School of Medicine; Sur- 
geon to Rectal Department. Boston Dispensary; Ex- 
president American Proctologic Society; Third Edi- 
tion, Thoroughly revised; illustrated with 86 en- 
gravings; Lea and Febiger, Philadelphia, 1929. 

This is the third edition of this little book which 
is designed to present the essentials of modern proc- 
tology. The author has presented his own personal 
experience and also has included the information 
which he has been able to gather from the litera- 
ture. 


| 
Dextri-Maltose for 
Modifying Lactic Acid Milk 


In using lactic acid milk for feeding 
infants, physicians find Dextri-Mal- 
tose the carbohydrate of choice: 


To begin with, Dextri-Maltose is a 
bacteriologically clean product, unat- 
tractive to flies, dirt, ete. It is dry, 
and easy to measure accurately. 


Moreover, Dextri-Maltose is prepared 
primarily for infant-feeding purposes 
by a natural diastatic action. 


Finally, Dextri-Maltose is never ad- 
vertised to the public but only to the 
physician, prescribed by him accord- 
ing to the individual requirements of 
each baby. 


Dextri-Maltose Nos. 1, 2 and 38, supplied in 1-lb. and 
3-b. tins at druggists. Samples and literature on re 
quest, Mead Johnson & Co., Evansville, Ind., U. S, A. 


The Modification of Powdered Milks 
Governed by the Same Rules 
as Cow’s Milk 


When physicians are confronted 
with undependable fresh milk sup- 
plies in feeding infants, it is well to 
consider the use of reliable powdered 
whole milks such as Mead’s or the 
well-known Klim brand. Such milk 
is safe, of standard composition, and 
is easily reliquefied. 


Under these conditions, Dextri- 
Maltose is the physician’s carbohy- 
drate of choice just as it is when fresh 
cow’s milk isemployed. 


The best: method to follow is first to 
restore the powdered milk in the pro- 
portion of one ouriéé of milk to seven 
ounces of water, and then to proceed 
building’ up the formula as usual. 


DEXTRI-MALTOSE NOS. 1, 2 AND 3, SUPPLIED IN 1-LB. AND 
5-LB. TINS AT DRUGGISTS. SAMPLES AND LITERATURE ON 
REQUEST, MEAD JOHNSON & CO., EVANSVILLE, IND., U.S.A. 


MEAD’S VIOSTEROL, 
COUNCIL-ACCEPTED 
Licensed by Wisconsin 
Alumni Research Founda- 
tion. Supplied in 5 cc. and 
50 cc. bottles with stand- 
ardized dropper. Patients 
find the large size 
economical. Due to the 
recent change in name, it 
is now necessary to specify 
Mead’s to get the Ameri- 
can pioneer product 


_FOR RICKETS, TETANY 
| AND OSTEOMALACIA 


To get the identical product, 


originally called Acterol, 
specify MEAD’S Viosterol 
in Oil, 100 D. It is made in 
the same laboratories 
under the same conditions 
by the same longest- 
experienced personnel with 
the same clinical back- 
ground of the five fellow- 
ships that established po- 
tency and dosage. Specify 
MEAD’S Viosterol to get 
the same identical product. 


VIOSTEROL 


MEAD JOHNSON & CO., , EVANSVILL I 
EAD J E, IND. | 
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There are fourteen chapters. Chapter one has to 
do with methods of examniation and diagnosis; two 
is catarrhal diseases of the Rectum and Colon; 
three Ulceration of the Anus and Rectum; four Ul- 
cerative Colitis; five Anal Fissure; six Rectal Ab- 
scesses; seven Fistula; eight Stricture of the Rec- 
tum; nine Hemorrhoids; ten Prolapse of the Rectum; 
eleven Pruritus Ani; twelve Rectal Incontinence; 
thirteen Benign Tumors and fourteen Cancer of the 
Rectum. 

In the chapter on pruritus the reviewer could not 
find that the author took into consideration sensiti- 
zation phenomena as one of the common causes of 
pruritus. He details the injection method of treat- 
ing hemorrhoids. 

This seems to be a practical book for the use of 
those dealing with rectal diseases. The proctologists 
say that too little attention is paid to this subject. 
Therefore this is probably a timely volume. 


MINOR SURGERY: By Arthur E. Hertzler, M.D., 
Chief Surgeon, Halstead Hospital and Victor E. 
Chesky, M. D., Chief Resident Surgeon, Halstead 
Hospital. Second Edition; with 475 illustrations; St. 
Louis; C. V. Mosby Company, 1930. 

Hertzler is an original thinker and he is a worker. 
He discusses the problems of minor surgery in a 
most understanding fashion. He uses no extra 
words. The sentences are terse and meaningful. Il- 
lustrations are used wherever they are at all help- 
ful. 

There might be some criticism for including such 
abnormalties as femoral hernia in a book on minor 
surgery. The author admits in his preface that 
there is no natural dividing line between minor and 
major surgery. 

Every physician will find this a helpful book be- 
cause sooner or later every physician—be he spe- 
cialist of the strictest sort—will be called upon to 
serve in an emergency capacity upon some of the 
condiitons dealt with in this text. 


THE COMMON HEAD COLD AND ITS COM- 
PLICATIONS: By Walter A. Wells, A.M., M.D., 
F.A.C.S., Proferror of Oto-Laryngology, Georgetown 
University, Washington, D. C. With an Introduction 
by Hugh S. Cumming, M.D., Surgeon General. 
United States Public Health Service. New York. 
The MacMillan Company. 1929. $2.75. 

This is a common sense book on an important 
common disease—the head cold. 

The author may write a bit too dogmatic—as 
though the problem was entirely solved; neverthe- 
less he has written well. I dare say it will be found 
when the problem is solved, that his conceptions are 
very nearly right. He regards the head cold as bac- 
terial, as metabolic, as the result of indiscretions in 
eating, abnormalities in the nose or sinuses, etc. 

There is no question but what the common head 
cold needs more study and more careful considera- 
tion by both the profession and the laity. This is a 
timely little book. 


A TEXT-BOOK ON ODTHOPEDIC SURGERY: 
By Willis C. Campbell, M.D., F.A.C.S., Professor ot 
Orthopedic Surgery, University of Tennessee, Col- 
lege of Medicine, Memphis; Octavo volume of 705 
pages; 507 illustrations; Philadelphia and London; 
W. B. Saunders Company, 1930; Cloth $8.50. 

This is a text upon the subject of orthopedics pre- 
sented in a simple and comprehensive manner. He, 
defines the essentials of modern operative methods 
giving technical illustrations for the case ni ques- 
tion. 

The book is monographic upon the subject and 
gives an excellent bibliography to each chapter. The 
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index is apparently most complete. The cuts and 
type are excellent. 


OSTEOMYELITIS AND COMPOUND FRAC. 
TURES AND OTHER INFECTED WOUNDS— 
Treatment by the Method of Drainage and Rest; By 
H. Winnett Orr, M.D., F.A.C.S., Chief Surgeon of 
the Nebraska Orthopedic Hospital, Orthopedic Sur- 
geon Lincoln General Hospital, Consulting Ortho- 
pedic Surgeon Bryan Memorial Hospital, Lincoln, 
Nebraska, Illustrated, St. Louis; C. V. Mosby Co, 
1929. 

It is a small volume of 208 pages. It is written 
in the best of English and the printer’s art is beau- 
tifully portrayed. It is illustrated with excellent 
cuts. 


Keeps the 


Samples mailed on 


receipt of this coupon. 


2652 WALNUT STREET 
KANSAS CITY, MISSOURI 


CASEIN PALMNUT DIETETIC 


FLOUR 


prescribed in 


— Diabetes <— 
Strictly starch-free, palatable muffins, bread, cakes, 
"yal etc., are easily made in any home from 

isters Flour. Recipes are easy to follow and Listers 
Flour is self-rising. One month’s supply $4.85 


Ask for nearest Depot or order direct. 
LISTER BROS. Inc., 41 East 42nd St., NEW YORK,N.Y. 
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If I read Dr. Orr’s manual clearly he holds that 
the usual treatment in America of osteomyelitis and 
compound fractures lacks but little of being cor- 
rect and yet that little is sufficient to produce many 
pad results, much prolonged illness and perhaps an 
occasional but unnecessary loss of life and limb. 


His first chapter igs entitled “Sir Joseph Lister 
and Antisepsis.” This chapter is worth the price of 
the book. It is interesting historical reading. 


Dr. Orr has developed what is now called the Orr 
method of treating osteomyelitis and compound 
fractures or other surgical wounds, especially where 
there is bone infection. His method is based, he 
says, upon fundamental surgical prnciples and in- 
cludes: First, immediate adequate drainage; second, 
maintenance at rest of inflamed parts by the appli- 
cation of plaster of Paris casts, aided when neces- 
sary by ice tongs or other methods of skeletal fix- 
ation; third, wide open drainage by means of a ster- 
ile vaseline pack; fourth, primary asepsis or anti- 
sepsis avoiding the use of irritating antiseptics in 
the wound; fifth, postoperative care emphasizing 
rest without antiseptic dressings and sixth, mainte- 
nance of all injured parts, bones and soft parts in 
their correct anatomic positions. 


His claim is that even in the hands of the general 
surgeon, not especially trained in orthopedics, his 
inethod has given better than the usual results, He 
says that the surgical principles of his method are 
applicable to other wounds than just to fractures 
and osteomyetlitis. 
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THE WRITING OF MEDICAL PAPERS: By 
Maud H. Mellish-Wilson, Editor of the Mayo Clinic 
Publications; Third Edition, Revised; 12 mo. of 184 
pages; Philadelphia and London; W. B. Saunders 
Company; 1929; cloth $1.50 net. 


This is an extremely practical volume. All physi- 
cians who write articles will do well to have this up- 
on their desks. One who reads the literature a bit 
critically must be impressed with the lack of dis- 
play of proper knowledge of our language. 


I read this little volume from cover to cover and 
intend to read it again. Every writer gets used to 
certain words and expressions, and tends to fall in- 
to error. Mrs. Mellish-Wilson, however, seems to 
have a sane point throughout. 


On page 96 in the fifth paragraph, first line, one 
the expression “Pleasing to many people.” Al- 
though this is a quotation I think it might have 
been preferable for her to have left off the quota- 
tion marks and used the word persons in place of 
people. On page 78-79 she discusses an introduc- 
tion and does it beautifully. I once took a manu- 
script of mine to one of my critics and he said 
“Read me your introduction.” I read it to him and 
he replied in language which I shall not qpote, but 
which meant that I had either overshot or fallen far 
short of the mark. He then said, for example, if 
you were introducing me to an audience, what would 
you say of me? This gave me an understanding of 
what an introduction to an article or book should 
be. The introduction should tell the reading public 


Founded 1896 by Dr. Huvert Work 


New Building 


New Equipment 


NEURO-PSYCHIATRIC 
CLINIC 


NERVOUS AND MENTAL 
DISEASES 


DRUG ADDITIONS 


H. A. LaMoure, M. D. 


WOODCROFT HOSPITAL, PUEBLO, 


COLORADO 


Superintendent 


The G. Wilse Robinson Sanitarium 
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For Nervous and Mental Disorders 
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Pleasantly located, on a beautiful tract of 25 —_. 
Bui dings are commodious and attractive. 
with private bath are available. 


Approved diagnostic and therapeutic methods used. 


Occupational therapy, recreation and entertainment. 


G. Wilse Robinson, M. D., Medical Director 
G. Wise Robinson Jr., M. Association Med. Dir. 
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in a few words what is to be found in the paper or 
the book. 

On page 82 she refers to revising manuscripts. 
My own experience leads me to say, revise, revise 
and then revise again and perhaps still again and 
again. 

On page 58, at the top of the page, she has both 
the words hypodermatic and hypodermic mispelled 
with the letters “er’’ instead of “o.” 

On page 96 in the fifth paragraph, frist line, one 
“s” is omitted from the word passage. On page 108 
there is a’period missing after the word “hamper- 
ed.” In the second paragraph, unless she omitted a 
coma after the word “function,” it is a bit difficult 
to get the full meaning out of this part of the para- 
graph. 

I heartily agree with her entire attitude regard- 
ing English in the writing of medical papers. 


PRACTICAL LOCAL ANESTHESIA and Its 
Surgical Technic; By Robert Emmett Farr, M. D., 
F. A. C. S., Minneapolis, Minn. Second Edition. 
Thoroughly revised. Illustrated with 268 Engrav- 
ings and 16 plates. Lea and Febiger, Philadelphia, 
1929. 

Local anesthesia is becoming more and more pop- 
ular and more and more practical. There are certain 
principles involved in local anesthesia which the 
surgeon should thoroughly understand: The distri- 
bution of the lymphatic tissues, nerves, the absorp- 
tion, etc., are all points of importance. There are 
variable surgica’ factors in nearly every new case 
or new operation. 

A comprehensive book pointing out the difficulties 
and the principle causes of failures are the funda- 
mentals of a good book on this subject. 

The author says “A more detailed account of the 
methods of obtaining anesthesia, controlling the pa- 
tient’s psyche and more clearly portraying surgical 
strategy, the exhibition of which is so absolutely 
essential to the successful use of local anesthesia, 
has been my objective.” He further says that “It 
is my hope that in this presentation the require- 
ments of surgeons whose minds are still in the plas- 
tic stage—anesthetically speking—and those whose 
local anesthesia methods have not reached the stage 
of “crystallization,” rather than those of the mas- 
ters of the Art, may be served.” 

I do not hesitate to recommend this book to those 
who use local anesthesia or propose to use it. 


MEDICAL CLINICS OF NORTH AMERICA— 
Chicago Number, March, 1930. Volume 13, Number 
5. W. B. Saunders Company, Philadelphia and Lon- 
don. 

There are a number of extremely interesting clin- 
ics in this volume. One of the most interesting is 
a report of a case of agranulocytopenia. Another in- 
teresting clinic is on bronchus carcinoma. As a 
matter of fact all the clinics are particularly inter- 
esting and it is perhaps unfair to say anyone is 
more interesting than another. 


SPRING CONFERENCE, DALLAS SOUTHERN 
CLINICAL SOCIETY 

A total registration of 1,012 was reached in the 
Spring Conference of the Dallas Southern Clinical 
Society at the Baker Hotel, Dallas, April 14th to 
18th, inclusive. The visitors (exclusive of the guest 
speakers) came from ten southern states, ranging 
from New Mexico to Virginia. Guest speakers who 
appeared daily on the program included Drs. Logan 
Clendening, Kansas City; Geo. W. Crile, Cleveland; 
Vilray F. Blair, St. Louis; Francis M. Pottinger, 
Monrovia, Calif.; Frank Hinman, San Francisco; J. 
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L. Morse, Boston; C. L. Scudder, Boston; J. F. Barn- 
hill, Indianapolis; Otto T. Schwartz, St. Louis; C. C. 
Stu-gis, Ann Arbor, Mich.; A. B. Moore, Rochester, 
Minn. 

The general outline of the programs consisted of 
morning operative and diagnostic cilnics in the al- 
lied hospitals—Baylor, St. Paul’s Methodist, Park- 
land and Bradford Memorial; morning post-gradu- 
ate hours at the Baker Hotel; Round Table lunch- 
eons at noon, in Medical and Surgical groups; gen- 
eral sessions in the afternoon, featuring the distin- 
guished guests; and special events in the evenings. 
On Monday evening there was a meeting open to 
the geneval public; Tuesday, “Get Together” Smok- 
er; Wednesday, combined Alumni and Clinic Din- 
ner, unanimously pronounced an overwhelming suc- 
cess; Thursday, symposium on Syphilis. A _ golf 
tournament was enjoyed on Friday. Six different 
subjects were presented in moving pictures, several 
with “talkies.” Ten scientific exhibits were on dis- 
play, and all available space for commercial exhibits 
was occupied. 

The 150 members of the Dallas Southern Clinical 
Society were led in the very successful 1930 Confer- 
ence by the following office*s: President, Dr. Oscar 
Marchman; vice-president, Dr. T. C. Gilbert; treas- 
urer, Dr. G. E. Brereton; secretary, Dr. Curtice Ros- 
ser; director of clinics, Dr. J. Shirley Sweeney; oth- 
er membe-s of executive committee, Dr. H. Leslie 
Moore and Dr. J. M. Martin. Officers elected for 
the ensuing year are: president, Dr. J. M. Martin; 
vice-president, Dr. J. L. Goferth; treasurer, Dr. G. 
E Brereton; secretarly, Dr. M. O. Rouse; director of 
clinics, Dr. J. Shirley Sweeney; other members of 
executive committee, Drs. Marchman and Gilbert. 


Plans are already under way for the 1931 Confer- 
ence, which will probably be held in March. 
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Ephedrol with Ethylmorphine Hydrochloride (Lil- 
ly) Not acceptable for N.N.R. The Council on Phar- 
macy and Chemistry reports that this is a shot gun 
cough mixture, relying on an opiate for its effect, 
and on the vogue of ephedrine for sales appeal. 
The Council declared Ephedrol with Ethylmorphine 
Hydrochloride unacceptable for New and Nonof- 
ficial Remedies because it is an unscientific mixture 
marketed under an unacceptable proprietarp name 
with unwarranted therapeutic claims. (Jour. A.M.A. 
March 1, 1930, p. 634.) 

New Treatments for Cancer. Hanson reports re- 
sults closely resembling those described by Coffey 
and Humber, following the administration of thy- 
mus extract. Sokoloff reports similar results fol- 
lowing the use of an extract of the suprarenal 
combined with iron. Charlton announces lytic ef- 
fects on cancer cells following the administration of 
an extract of the omentum. The interest of the 
Coffey-Humbe: method, in its present stage of in- 
vestigation, lies primarily in the fact that the avail- 
able evidence seems to demonstrate a definite effect 
en cancer tissue as the result of injecting suprarenal 
extract into the body at points removed from the 
tumor. (Jour. A.M.A., March 1, 1930, p. 639.) 

Causyth. A number of German journals have 
contained more or less laudatory reports regarding 
Causyth, but these are not considered to present 
acceptable evidence for the value of the preparation. 
According to the advertising, Causyth is a “cyclo- 
hexatrienpyridinsulphonacid, derived from Pyrazil 
the formula being C H N O S”. The product has 
not been considered by the Council on Pha*macy and, 
Chemistry nor has the Mallinckrodt Chemical 
Works, which exploits it by way of its Canadian 
branch “Mallinckrodt Chemical Works Limited of 
Canada,” requested the Council to report on_ it. 
Apparently no reports have been published in 
American medical journals which are confirmatory 
of the German propaganda. A pharmacologist who 
has given much attention to the action of salicyl- 
ates and other drugs used in the treatment of rheu- 
matism reviewed seven of the eight papers which 
were referred to in an advertising circular. He held 
the evidence to’ be unsatisfactory and uncritical and 
no justification for the extravagant claims of the 
advertising. (Jour. A.M.A., March 1, 1930, p. 656). 

Jean Jacques Laboratories. For some time one I. 
Francis Purdy has been exploiting a piece of aph- 
rodisiaec quackery through the United States mails. 
Recently the postal authorities called a halt on 
the matter and, after a hearing debarred Purdy’s 
business from the mails. Purdy’s trade stlye was 
“Jean Jacques Laboratovies” operating from 3104 
Michigan Ave., Chicago. Purdy was selling through 
the mails a medicinal preparation that he called 
“Oxcentric’” which was supposed to be a cure for 
lost sexual vigor and prostatic trouble in men of all 
ages. The preparation was put up for him by the 
Bierstedt Suppository Co. of Chicago. (Jour. A.M. 
A., March 8, 1930, p. 735.) 

Tom Hayes. The Indecent Fraud of Archie T. 
Hay. Archie T. Hay who did business from 189 
North Clark St., Chicago, under the trade name 
“Tom Hayes” has been selling on the mail order 
plan a salve or ointment called “T.N.T. (Tom’s New 
Treatment)” for cases of “lost manhood.” The 
nostrum lIsod by Archie T. Hay was prepared for 
him, according to the government authorities, by 
Stearns and White, Chicago. The Postmaster Gen- 
eral declaved the Tom Hayes business a fraud and 
debarred it from the mails. (Jour. A.M.A., March 
8, 1930, p. 735). 

Tobacco Advertising Gone Mad. The modern ten- 
dency for advertisers of all kinds of merchandise to 
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drag the health angle into their advertisments is 
one of the most disturbing features in the mod- 
ern advertising field. The medal for the most hor- 
vible example would seem to go to the American 
Tobacco Co. in the exploitation of Lucky Strike 
Cigarets and Cremo Cigars. The exploiters of Lucky 
Strike Cigarets have claimed that 18,000 physicians 
have testified that “the heat treatment, or toasting 
process, applied to tobacco previously aged and 
cured,” is likely to free the cigaret “from irrita- 
tion to the throat.” There was also started a 
campaign “Reach for a Lucky instead of a Sweet,” 
in which,—either directly or by implication—young 
women were urged to smoke Lucky Strike Cigarets 
when they a desire to eat candy, or pastry. An- 
other branch of the American Tobacco Co’s business 
has been carrying on an advertising campaign for 
“C emo” cigars in which the public is led to believe 
that most cigars are hand-made and have their tips 
finished off with the saliva of the individual work- 
man. Physicians will readily admit that many young 
women eat more candy than is good for them, but 
they will certainly not agree that the substitution of 
cigarets in such cases is in the interest of public 
health. Physicians may also admit that, theoret- 
ically, it is possible for disease to be transmitted 
by means of cigars. But when one considers the 
millions of cigars that are consumed annually and 
that it is extremely difficult to find in medical lit- 
«ature any real evidence of the transmission of 
pathological bacteria by means of cigars, the cam- 
paign of the Cremo concern stands condemned. 
(Jour. A.M.A.. March 15, 1930, p. 810. 

FC-100. Recently, Pittsburgh papers reported 
that two officers and two employes of a Pittsburgh 
bank had been poisoned following the taking of a 
“remedy for a cold.” Investigation disclosed that 
the nestrum these fous men took was known as 
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“FC-100”, put on the market by the Food Chemis- 
try Corporation of Pittsburgh, which has for its 
president P. S. Chambers. Presumably, this is the 
same as P. S. Chambers who was connected with 
the American Chemical Co., of Pittsburgh and the 
Research Laboratories of Pittsburgh, exploiters of 
AL-14, another nost-um exploited for the cure of 
colds. The Food Chemistry Corporation is today cir- 
cularizing bank presidents adn suggesting, by im- 
plication, that these bank executives purchase 
FC-100 for themselves and their employes. From an 
examination made by the A.M.A. Chemical Labora- 
tory .it may be concluded that the specimens of 
FC-100 examined consisted essentially of an effer- 
vescent mixture consisting of citric acid, potassium 
and sodium bicazbonate, along with traces of caJ- 
cium and magnesium, and an overdose of an ar- 
senic compound. Here, as in the case of AL-14, $2 
was charged for twelve tubes containing a few 
cents’ worth of citric acid and baking soda, put out 
under the claim that the preparation is “not a drug” 
and that it is quickly effective in curing ninety per 
eent of common colds! (Jonr. A.M.A., March 29, 
1930, p. 1010. 

The Female Sex Hormone. At the thirteenth In- 
ternational Congress of Physiology in Boston, held 
in August, 1929, E. A. Doisy announced fo the first 
time the isolation of the female sex hormone in 
crystalline form. Subsequently, A. Butenandt an- 
nounced that he, too, had isolated the hormone of 
the female sex glands in chemically pure crystalliz- 
ed form. In an article describing the product, But- 
enandt completely ignores the Doisy announcement. 
Butenandt points out that the substance is free from 
nitrogen and sulphur, and that it has no connection 
with protein substances and carbohydrates. In his 
opinion, a chemical analysis may make it possible 
to produce the mo’mone synthetically. As might 
have been anticipated, the German investigator 
promptly conferred on his product a trade name 
controlled through a German manufacturer. Doisy, 
aided by the Council on Pharmacy and Chemistry, 
will no doubt choose a scientific name suitable to 
the nature of the product and to American condi- 
tions. (Jour. A.M.A., Febuazy 1, 1930, p. 341. 

Vigantol Not Acceptable for N.N.R. When _ re- 
ports of experimental clinical siudies made it appar- 
ent that irradiated ergasterol preparations would be 
offered for therapeutic use, the Council on Pharma- 
cy and Chemistry undertook to select a name for 
this vitamin D bea-ing product. The Council did 
this so that products of this kind might be market- 
ed under a single name and thus the confusion 
avoided under a multiciplicity of names. The Coun- 
col adopted “Viosterol” as the New and Nonofficial 
Remedies name for irradiated ergosterol and the 
name “Viosterol in oil 100 D” to designate a prepa- 
ration containing the substance dissolved in oil and 
having one hundred times the vitamin D potency of 
a standard cod liver oil. Four firms have made their 
p ‘oducts acceptable under the Council name for in- 
clusion in New and Nonofficial Remedies. The 
Winthrop Chemical Co. is offering to physicians of 
the United States a brand of viosterol in oil 100 D 
under the proprietary name “Vigantol.” The Coun- 
cil declared “Vigantol” unacceptable for New and 
Nonofficial Remedies because the application of a 
proprietary name to a_ preparation of irradiated 
ergosterol is contrary to the best inte ‘est of the med- 
icla profession and of the public. (Jour. A.M.A., Feb- 
ruary 8, 1930, p. 410.) 

EfeDroN Hart Nasal Jelly. EfeDroN Hart Nasal 
Jelly is another one of the ever increasing ephedrine 
proprictaries. The preparation is made by the Hart 
Drug Corpovation, Miami, Florida. According to 
the label the formula is: Ephedrine hydrochloride 
Gr. 1; Chlorbutanol Gr. 2%; Sodium Chloride Gr. 


SOUTHWESTERN MEDICINE 


2%4; Menthol Gr. 3; Phenol Gr. 2; Oil of cinnamon 
Gr. 0.08; Jelly base q. s. ad drachms 5. The prepa- 
ration has not been accepted for New and Nonoffi- 
cial Remedies. While physicians’ samples of this 
product have been liberally distributed, the carton 
is one which seemingly is addressed to the public as 
well. (Jour. AJM.A., February 8, 1930, p. 430). 


Farastan not Acceptable for N.N.R. The Council 
on Pharmacy and Chemistry reports that Farastan 
is the name under which the Farastan Co., Philadel- 
phia, markets a preparation of iodine and cincho- 
phen claimed to be mono-ido-cinchopen. The prepa- 
ration is vecommended for use in “Arthritis, . . , 
Rheumatoid and Neurotic conditions.” The council 
reports that there is no evidence that the routine 
use of cinchophen and iodide in fixed proportions 
(or in any proportions) is desirable or rational. Usu- 
ally, the conditions that require cinchophen do not 
require the simultaneous administration of the 
iodides, and vice versa, and that it appears particu- 
larly undesirable and even dangerous to encourage 
the routine prescribing of cinchophne, which should 
be used only for short periods, with an iodide com- 
pound, which must be continued over long pe“iods. 
The Council declared Farastan unacceptable for 
New and Nonofficial Remedies because it is an ir- 
rational preparation’ marketed with unwarranted 
therapeutic claims. (Jour. A.M.A:, February 15, 
1930, p. 484). 


Antistreptococcus Serum Omitted from N.N.R. 
The Council on Pharmacy and Chemisty reports 
that for some years it has been questioning the 
value of antistreptococcus serum preparations. In 
1928 the Council decided that unless new and fav- 
orable evidence became available, all streptococcus 
scrum preparations would be omitted from New and 
Nonofficial Remedies with the close of 1929. Since 
no such new evidence has become available, the 
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Council has omitted all antistreptococcus serum 
preparations as follows: Antistreptococcic Serum 
(Gilliland Laboratories); Antistreptococcic Serum 
(Eli Lilly & Co.); Antistreptococcic Serum, Poly- 
valent (H. K. Mulford Co.); Antistreptococcic Ser- 
um (National Drug Co.); Antistreptococcic Serum 
(Parke, Davis & Co.); Antistreptococcic Serum- 
Squibb. (Jour. A.M.A., February 15, 1930, p. 484). 

Udga Stomach Treatment. The formula of Ugda 
is, apparently, secret—at least none of the advertis- 
ing matter and follow-up letters give it. The Udga 
Medicine Co., which puts out this preparation is 
advertised as a mail-order treatment for stomach 
ulcer, gastritis and dyspepsia. From tests made in 
the A.M.A. Chemical Laboratory it appears that 
the preparation is similar in composition to the 
Pfundes Stomach Tablets which we found to con- 
tain bismuth subnitrate, magnesium oxide and so- 
Se (Jour. A.M.A., February 15, 1930, 
p. 5 


In “The Journal of the American Medical Asso- 
ciation, for October 12, 1929, it was announced that 
the Council on Pharmacy and Chemistry had estab- 
lished a Committee on Foods to examine food pro- 
ducts and literature regarding their composition 
and usefulness—all subject to a series of rules, un- 
der which the Committee on Foods proposes to 
operate. 

The purpose of the above statement is first, to 
acquaint the reader with the above movement in 
the interest of public health, and second, to advise 
that Mellin’s Food and literature concerned have 
been considered and that Mellin’s Food is accepted 
by the Committee on Foods and that the Mellin’s 
Food Company is entitled to make use of the fact 
in advertising material and is permitted to use the 
“seal” of the Committee. Your attention is re- 


Is This Journal Worth While? 


403 


quested to this insignia which is reproduced in the 
Mellin’s Food Company’ advertisement in ths issue. 

For a great many years accurate analyses of Mel- 
lin’s Food and of Mellin’s Food as prepared for the 
feeding of infants and as applied in the manage- 
ment of the diet in illnesses of children and 
adults have appeared regularly in this publica- 
tion and in literature placed in the hands of phy- 
sicians generally. 

Notwithstanding the fact that this consistent 
work with the medical profession had long ago re- 
sulted in establishing Mellin’s Food as a product of 
superior quality, it must be gratifying to the Mel- 
lin’s Food Company to have it all confirmed by a 
committee acting upon the authority of the Amer- 
ican Medical Association. 


The various Mead Services have become almost 
as valuable to physicians as the Mead Products— 
Dextri-Maltose, Cod Liver Oil, Mead’s Viosterol, ete. 

The list is too long to be enumerated here, and 
includes the following: Prescription pads; Height- 
and Weight Charts; Feeding Calculators; Appoint- 
ment Cards; Instructions to Expectant Mothers, 
etc., etc., etc., etc. 

For further information, without obligation write 
to Professional Service Department, Mead, Johnson 
& Co., Evansville, Indiana. 


SITUATIONS WANTED 


WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 
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Mucous Membrane 
I nflammations 


Pisoanvo. is a valuable disinfectant in its specific 
field of treating mucous membrane inflammations without 
irritation. When the etiological factor is an infection— 
streptococcus, pneumococcus, staphylococcus,or gonococcus 
—solutions of NEO-SILVOL have been found dependable 
in soothing the inflammatory process, in controlling growth 
of bacteria, and in promoting a return to normal conditions. 


NEO-SILVOL, a colloidal silver iodide compound, is 
effective without irritation. It does not precipitate tissue 
chicrides, or coagulate albumen, despite its antiseptic 
power. It leaves no disagreeable stains. 


Select NEO-SILVOL for the treatment of any mucous mem- 
brane inflammation—in eye, ear, nose, throat, urethra or 


bladder. 
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Accepted for inclusion in N. N. R. by the Council 
on Pharmacy and Chemistry of the A. M. A. 
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